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intense antibacterial action 
especially for mixed 
and resistant infections 


sty / RESEARCH 
Qual 


ILOTYCIN-SULFA 


(ERYTHROMYCIN WITH TRIPLE SULFAS, LILLY) 


FOR ORAL SUSPENSION 


Effective in over 90% of all bacterial 
infections you encounter. 


‘Tlotycin’ is notably safe and well toler- 
ated, free from allergic reactions and 
intestinal superinfections. 

Formula: Each teaspoonful (5 cc.) pro- 
vides 100 mg. ‘Ilotycin’ (Erythromy- 


cin, Lilly), as the ethyl carbonate, plus 
167 mg. each of sulfadiazine, sulfamera- 
zine, and sulfamethazine. 


Supplied in bottles of 60 cc. 


Also: Tablets ‘Ilotycin-Sulfa,’ 75 mg. 
of ‘Ilotycin’ plus 333 mg. triple sulfas 
per tablet. 


Sct ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 


132 
IN 
1356 
1363 
1368 
1370 
1372 
AL 
1373 
1381 
1382 
1383 
1386 


SOUTHERN MEDICAL JOURNAL NOVEMBER 1956 


When using Mephenesin 
prescribe enough to get results! 


is the M in Silmidate-M 


For relief of pain associated with muscle spasm, each tablet of 
Silmidate-M contains: 

500 mg. Mephenesin 

plus 

200 mg. Salicylamide. 

25 mg. Ascorbic Acid 

Dose: 2 to 6 tablets— 3 to 5 times daily 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 
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new certainty to 

antibiotic therapy 
particularly for the 
90% of patients 
treated in home y s 
or office 
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a new maximum 
in therapeutic 
effectiveness 


a new maximum 
in protection 
against 
resistance 


a new maxunum 
in safety and 
toleration 


multi-spectrum 
synergistically 
strengthened 


> 
OLEANDOMYCIN TETRACYCLINE 
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a new certainty 


in antibiotic therapy, 
particularly for 

the 90% of patients 
treated at home 

and in the office 


Superior control of infectious dis- 
eases through superior control of 
the changing microbial population 
is now available in a new formu- 
lation of tetracycline, outstanding 
broad-spectrum antibiotic, with 
oleandomycin, Pfizer-discovered 
new antimicrobial agent which 
controls resistant strains. The syn- 
ergistic combination now brings to 
antibiotic therapy: (1) a new fuller 
antimicrobial spectrum which in- 
cludes even “resistant” staphylo- 
cocci; (2) new superior protection 
against emergence of new resist- 
ant strains; (3) new superior safety 
and toleration. * TRADEMARK 
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superior control of the 


changing microbial population 


A synergistically strengthened multi-spectrum antibiotic 


Sigmamycin is a new antibiotic formula- 
tion providing: (1) the unsurpassed broad- 
spectrum activity of tetracycline, the 
outstanding broad-spectrum antibiotic 
discovered and identified by Pfizer; (2) the 
action of oleandomycin, the new antimi- 
crobial agent which combats those strains, 
particularly among staphylococci, now re- 
sistant to tetracycline and other antibiotics. 


Sigmamycin embodies a new concept in 
the use of antibiotics, for with this new 
synergistically active preparation, the 
development of refractory pathogens and 
their emergence as important sources of 
superinfection are more fully controlled. 


New superior safety and toleration— 
Sigmamycin brings to antibiotic therapy 
new superior safety, new unexcelled tol- 
eration because: (1) tetracycline, an out- 
standingly well-tolerated antibiotic, is 
formulated with oleandomycin, also 
known to be remarkably free of adverse 
reactions; (2) the synergism between 
oleandomycin and tetracycline enhances 
antimicrobial potency. 


Dosage: | to 2 capsules q.i.d. 


Supplied: Capsules, 250 mg. (oleandomy- 
cin 83 mg., tetracycline 167 mg.) Bottles 
of 16 and 100. 


“TRADEMARK 


Prizer LaBoraTories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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a gerontotherapeutic preparation 


TO BRIDGE 
GERIATRIC 


Post-Surgery Neurasthenia 
Convalescence Poor Nutrition 
Debilitating Disease Emotional Tension 
Fatigue Mental Depression 
Pg 


AH 
VIS TABOLIC 


The clinical picture of the geriatric patient may be said to be the 
sum total of decades of stresses and strains. Vistabolic® is a new 
gerontotherapeutic preparation designed to help geriatric patients 
bridge periods of unusual stress. It combines both anabolic and 
adrenal hormones with Vitamin B.: with Intrinsic Factor Concen- 
trate in oral tablets, and anabolic and adrenal hormones with high 
concentrate Liver Injection, U.S.P. in the parenteral form. These in- 
gredients provide the geriatric patient with direct support in areas 
where deficiencies are likely to occur during stressful situations. 


Each oral tablet provides: Each ce provides: 
Hydrocortisone ....................0 1.0mg. < anti-stress aid > Hydrocortisone acetate .......... 1.0 mg. 
Stenediol® (Methandriol) .10.0mg. < anabolic aid —> Stenediol® (Methandriol) ..10.0 mg. 
Bifacton® (Vitamin < nutritional aid —> Vitamin activity 
w/Intrinsic Factor Con- (Pernaemon® Liver 
% US.P. Injection, U.S.P.) ............20.0 meg. 
oral unit 


Available in 10-ce vials and boxes of 30 tablets 
Professional literature available on request 


ORANGE, N. J. 


Organon inc. 
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big reasons a 
you will prefer 


ides: 
Each 0.6 ct. Prov! 
atural) 5000 U 


in O° (natural) 1 


itamin 


ified fiavere® 


pyridoxine HCI (Bs) 
vitamin 


by 
intents, 
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provides growth-promoting, appetite-stimulating vitamin Big 
_lipetropic agents to aid fat and carbohydrate metabolism. 


“ 100% natural vitamin A complex better utilized in 
the visual process. 


100% natural vitamin D complex for superior 
against rickets and dental defects. 


vitamin E for muscle tone. 
vitamins A, D, and E made aqueous® for far faster and more : 
complete absorption and utilization. | 
vitamin Bg...anticonvulsant vitamin. 


_ burps...no fish olf taste or odor...allergeos removed. 
a * Protected ected by U.S. Pat S. Pat. No. 2,417,298 and controtied by 


SAMPLES of new VI-SYNERAL VITAMIN DROPS FORTIFIED on request 


u.s. vitamin corporation - PHARMACEUTICALS 
(Arlington-Funk Laboratories, division) 
East 43rd St., New York 17, N.Y. 
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“This ankle’s 


so sore 
it’s agony 
just to put 
“Qur puppy my shoe on.” 
hasn't been 
walked in a week. 
$ | can't get around "| bent over 

so well and to pick up 

my wife has my kid. 

her hands full Now | can't _ 

with the baby.” bend, sit, "Spent {oii 


lie down— dollars om 
nothing!" 


"It's hard enough to 
carry this weight around 
without legs 
that ache all day.” 


“I'm not too heavy, 
but the slightest 

pressure on this knee 
and I'm in trouble.” 


S8G-4-7106 


A 
Wey, 
: 
“a 


doubly protective 


relief for the full 
circle of common 
rheumatic | 
complaints 


Potent anti-inflammatory 
steroid action complemented 
by rapid analgesia; doubly 
protected with antacid 

and supplemental vitamin C. 


summated, protective corticoid-analgesic therapy 


corticoid-analgesic compound tablets 


METICORTEN™ (prednisone) 
Acetylsalicylic Acid 
Aluminum Hydroxide 
Ascorbic Acid 


4 can you keep 
ft neck 
three weeks 
from 
sneeze? 
t wash 
cette 
=. 
8 
y 


ase positive, 


Culture On 2/15 5 Showed 
| Other th 


Ogens 


be Complete tely asymptorn 
findings, € drug w 


0 
00 
| 
\ 
\\ 
\\ 
\ 
\ 
\ Patient, » age 4 
\\ ~~ white male, age 4 on 2/13/55 
with a discharge Tight ear, al 
fever, and Sore throat of days duration, 
Temperature » Pharynx miseted, tonsiis 
— _dnflameg, crust aterial Seen in right canal; 
tympanic Memb ~-—Diagnosis tonsillitis ang 
culture revealed taphylococcus aureus, ¢ 
; “esistant to and Sensitive to erythro 
25 mgm/kg mgm in 4 equally divideg doses, 
After 34 hours of therapy, patient was afebrile and Comfort. 
able, T=99. 6. Throat Slightly infecteg, Secretions in ear 
: Canal were dr Panic Membranes Were normal, 
im follow-up exam Showed him 
atic and free of snusual physicaj 
at tin = 
Result: complete bacteriologic cure after 
days with ERYTEROCIN therapy, 


“clinical response 
good or excellent” 


In one recent study, 18 patients with acute follicular tonsillitis and septic sore throat, 
were given erythromycin. Infecting organism was Str. pyogenes. The investigator stated, 


“In all 18, the clinical response could be regarded as either good or excellent." 


This, of course, is only one of many reports showing the effectiveness of ERYTHROCIN 
against coccic infections. You'll get the same good results (nearly 100% in common, 


bacterial respiratory infections) when you prescribe Filmtab ERYTHROCIN. 


“toxicity lower 
in erythromycin-treated 
patients” 


After a study of 208 patients treated with erythromycin (78), procaine penicillin (78) and 


a placebo (52), the investigator stated: “. . . the incidence of toxicity (compared to 


procaine penicillin) was significantly lower in the erythromycin-treated patients.””" 


Actually, ERYTHROCIN stands on a remarkable record of safety. After four years, 
there's not a single report of a severe or fatal reaction attributable to erythromycin. 


Also, allergic reactions rarely occur. Filmtab ERYTHROCIN Stearate (100 and 250 mg.), 


Obbott 


® Filmtab—Film sealed tablets, Abbott; pat. 
applied for. 
1. Herrell, W. E., Erythromycin, Antibiotics 


, Monographs, No. 1, p. 29, New York, Med- 
i ical Encyclopedia, Inc., 1955. 
Idem p. 30. 


(Erythromycin Stearate, Abbott) 


is available in bottles of 25 and 100, at all pharmacies. 
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a 
5S way effectiveness with 


trichotine* 


1. Trichotine is a detergent 

2. Trichotine is a bactericide and fungicide 

3. Trichotine is an aid to epithelization 

4. Trichotine is an antipruritic 

8S. Trichotine is an aesthetic and 
psychosomatic adjunct 


Trichotine—more than a decade ago—pioneered in incorporating the 
multiple advantages of sodium lauryl sulfate with the recognized 
values of other specific or adjunctive agents for vulvovaginal therapy. 


Trichotine douches may be prescribed as often as required— 
excellent for postcoital or postmenopausal hygiene—concentrated 
solutions useful for office clean-up or swab treatments. Acts 
quickly, safely, thoroughly. 

Indications: *Reg. U.S. Pat. Off. 
Non-specific vaginitis and leukorrhea, § The Trichotine formula contains so- 
subacute and chronic cervicitis, se- dium lauryl sulfate, sodium perbor- 
nile vaginitis, pruritus vulvae, tricho- ate, sodium borate, thymol, eucalyp- 
moniasis, moniliasis. tol, menthol, and methy] salicylate. 


Samples and literature on request { Full detailsinP DR 
Available in jars of 5, 12, and 20 oz. 


the fesler Co., inc. 375 Fairfield Ave., Stamford, Conn. 
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..clinically useful and effective...” 


n relieving arthritis and allied disorders _ 


Still another clinical report, based on a carefully 
analyzed series of 205 cases, has confirmed 

the value of BUTAZOLIDIN in arthritis and allied 
disorders: “Therapeutic effects ...are, as a rule, 
quickly obtained and are easily maintained, and 
are usually noted within one week.”? 


In short-term therapy, in such conditions 
as acute gouty arthritis or bursitis, BUTAZOLIDIN 
generally effects complete relief of pain, and 
often, equally complete resolution of 

P inflammation, within a period of a few days. 
- BuTazotipin being a potent In long-term therapy for the more chronic 
a therapeutic agent, physicians arthritides, BUTAZOLIDIN in minimal required 
unfamiliar with its use are urged dosage (sometimes as little as 100 mg. daily) 
to send for detailed literature effectively retards the arthritic process with a 
before prescribing it. gratifyingly low incidence of relapse.” 
1. Denko, C. W.; Ruml, D., ond Bergenstol, D. M.; Am. Pract. & Digest Treat. 6:1865, 1955. 


2. Holbrook, W. P.: M. Clin. North America 39:405, 1955. 
(phenylbutazone GEIGY). Red coated tablets of 100 mg. 


_ GEIGY PHARMACEUTICALS, DIVISION OF GEIGY CHEMICAL CORPORATION, NEW YORK 13, N. Y. : 


=~ 
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What you want 
analgesic? 


(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 


thar, eedving plus APC 


Sp w, e d acts faster than codeine plus APC— 


usually within 15 minutes? 


codeine plus APC—usually for 6 hours 


with virtual freedom from constipation’ 


Average adult dosage, 1 tablet q.6 h. Supplied 
as scored, yellow oral tablets. May be habit- 
forming. Literature? Write — 


ENDO LABORATORIES INC. Richmond Hill 18, New York 


1. Blank, P., and Boas, H.: Ann. West. Med. & Surg.6:376, 1952. 
2. Piper, C. E., and Nicklas, F.W.: Indust. Med. 23:510, 1954. 


*U.S. Pat. 2,628,185 
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Urinary Antibacterial 
and Analgesic 


in one tablet 


AZO GANTRISIN ‘ROCHE’ 


The single, soluble, well-tolerated sulfonamide 
effectively combats -- both systemically and 
locally -- a wide range of infections in the urinary 
tract. And a soothing urogenital analgesic 

rapidly relieves the distressing symptoms. 


Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin 
"Roche' plus 50 mg phenylazo-diamino-pyridine HCl. 


Gantrisin®- brand of sulfisoxazole 


For troubles‘ 


that are only 


skin deep TASHAN | 


(but very real to the patient) =. 


‘Roche’ — 


stops itching...soothes...heals 


*Eczema 

Dry, scaly skin 
Chafing 

Diaper rash 
Prickly heat 
Pruritus ani, vulvae 
Superficial ulcers 
Contact dermatitis 
Minor burns 
Bedsores 


Contains vitamins 

A, D, E, and d-Panthenol 

in a non-sensitizing 
vanishing cream type base 
which will please the 

most fastidious patients. 


Original Research in Medicine and Chemistry 
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modern 
sulfa 
therapy 


TERFONYL 


SQUIBB 
Meth-Dia-Mer Sulfonamides 


Caution: Federal law prohibits 
dispensing without prescription 


Important: Read both labels 


E-R:Squiss & SONS, NEWYORK 


DIVISION OF MATHIESON CHEMICAL CORP. 


Squibb Meth-Dia-Mer Sulfonamides 


A reliable, versatile therapeutic agent. Recom- 
mended for the many sulfonamide-susceptible 
infections, particularly those requiring high 
blood levels. Terfonyl is soluble throughout the 
entire pH range of human urine. 


Terronyi Tablets, 0.5 Gm., bottles of 100 and 
1,000. 

Terronyt Suspension (raspberry flavor), pint 
bottles. 


Each 0.5 Gm. tablet or 5 cc. of suspension 
contains: 


the 
sulfadiazine 167 mg. 
sulfamerazine 167 mg. trip le 
sulfamethazine 167 mg. sulfas 


SQUIBB 


**TERFONYL”’® is a Squibb trademark 
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to help 
your 
patients 
past 40 
correct... 


biliary dyspepsia & constipation 


Rehfuss' has stated that after 40, constipation is “the greatest single medical problem” 
and Shaftel* reports on the exceptional clinical results of Caroid® and Bile Salts in 
chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints of flatu- 
lence and indigestion point to biliary dysfunction and digestive impairment as factors 
coexisting with constipation. 


Caroid and Bile Salts Tablets are ideally suited for broad coverage in these cases. 
Through their 3-way action, they: 

e INCREASE BILE FLOw 

e IMPROVE DIGESTION 

¢ PROVIDE GENTLE LAXATION 
Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically established 


and proved over the years. Try them in your next case of biliary dyspepsia and consti- 
pation. 


Available — bottles of 20, 50, 100. For professional samples address: 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1. Rehfuss, M. E.: Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 
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CAROID AND / BICE SALTS 


Upjohn 


Relax 


the nervous, 
tense, 
emotionally unstable: 


Each tablet contains: 

Reserpine .......... 0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 
or 4.0 mg. 

The elixir contains: 

per 5 cc, teaspoonful 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 
100 and 500 


1.0 and 4.0 mg. in bottles of 100 


Elixir in pint bottles 
The Upjohn Company, K Michi 
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0.25 mg. 
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(i for other signs of 
biliary dysfunction 
in “‘chronic constipation’”’ patients 


Other symptoms of dyspepsia, such as flatulence, 
intestinal atony, and belching—along with the patient’s 
chronic constipation—may indicate a functional 
disorder of the biliary tree. 


1 or 2 Neocholan tablets t.id.—with meals—is the usual effective dosage. 
As symptoms improve the dose may be decreased to 1 or 2 tablets daily. 
Each Neocholan tablet supplies Dehydrocholic Acid 250 mg. (334 grs.); 
Homatropine Methylbromide 1.2 mg. (1/50 gr.); Phenobarbital 8.0 mg. 
( gr.). Bottles of 100 and 1000 coated, yellow tablets. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. Indianapolis 6, indiana 


gratifying improvement with 
Han pr ‘omptly relieves syvmptor of bihary | 
dysfunction...including chronic constipation. Neo- 
cholan incréases the production of bile and pro motes 
proper drainage of bile into the duodenum. 
. 
— 
— 


aoe ee offers the advantages of new acid-stable penicillin V complemented by = 
erred’ for high effectiveness a 
safety. The combined agents permit broadened therapy in numerous 
hed: suLFas Ta » DOLLIES. OF 5. Each contains 
(150,000 units) of penicillin V, 025 Gm. of sulfadiazine, and 0.25 Gm. of sulfa- 
Also available: Pen + Or Tablets, 300 (500,000 units), 
bottles of 12; 125 mg. (200,000 units), bottles of 36. Suspension 
> (Benzathine Penicillin V), 180 mg. (300,900 units) or 90 mg. (150,000 units) per 
Penicillin V (Phenoxymethyl Penicillin) and Sulfonamides 


SOUTHERN MEDICAL JOURNAL 


Small-focus rotating anode x-ray tube 
-+-@asy, accurate radiographic centering by 
projected knife-edge lightbeam. 


CENTURION 200. 


_radiographic-fluoroscopic units 
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PICKER X-RAY [CORPORATION 
25 South Broodway, | White Ploins, N.Y 


For a limited time, here’s your chance to acquire a fine Picker 200 ma 


x-ray combination at a very substantial saving. Not skimpy 
“built-to-price” equipment, mind you, but a standard 

Picker Centurion Il x-ray unit with all the advantages (too many 
to list here; we can cite only a few) that mean so much in 
operating ease, technical flexibility and long-term satisfaction. 


If you’ve been thinking of investing* in a new x-ray machine 
or upgrading your present facilities, this is opportunity 
knocking. Your local Picker representative will be glad 
to show you why. Call him in. 


*If you'd rather, you can also realize these savings through the 
Picker Rental Plan. Ask the Picker man about it while you're at it. 


Heavy duty Picker generator (200 ma, 
100 KVP) and distinguished upright 


Smooth-gliding floor-ceiling 
Twintrack tubestand rotates full circle 
with 90° clickstops. Rigid 
self-swallowing telescopic tubearm 
slips x-ray tube deftly into place 
under table for fluoroscopy. 


control cabinet. Automatic Monitor 
operation. Full-range time-KV 
selection without technical 
compromises. 


High-style “prestige” table, luxurious finish. Clear access all around 

— front, back, both ends — no protruding floor obstructions. Poised hand-rock 
or quiet motor-drive. Weight counterbalanced fluoros¢opic tower with 
either full size screen or Polyfilmer for 8” x 10” spotfilms (as shown here). 
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circle 


...with irritating discomforts of 


common upper respiratory infections... 


..quick and effective relief with 


Each scored tablet contains: 


Clistin Maleate, (Carbi i 
McNE IL} 


Acetylsalicylic Acid 230 mg. (31% gr.) 
Acetophenetidin 150 mg. (214 gr.) LABORATORIES, INC. 
- 830mg. ( \% gr.) Philadelphia 32, Pa. 
— colored yellow — 


Clistanal tablets—100s 


-rock 


re). 


1956 
( 
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_| 
*Trademark 


ATARAXOID is a unique, new combination of STERANE and 
ATARAX, which now permits simultaneous symptomatic 
control and reduction of attendant anxiety and apprehension 
in rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing mental stress, 
also directly assists clinical progress. It minimizes the 

chance of exacerbation related to emotional strain and 
facilitates patient confidence and cooperation in the 
therapeutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly superior 
to previous steroids, effective in radically reduced 
dosage, and with minimal disturbance of electrolyte 
and fluid metabolism. 


The ataractic effect is a 

| central neuro-relaxing 
action — the result of 
a marked cerebral speci- 
ficity — free of mental 
fogging and devoid of any 
major complications: 
no liver, blood or brain 
damage. This peace- 
of-mind component is 
also used in the lowest 
dosage range. 


Supplied: Each green, scored, 
ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydroxyzine hydrochloride 
(ATARAX). Bottles of 30 

and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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Safe for children and adults . 
E> No burning or irritation 

No bad taste or after reactions + 
No risk of sensitization 


For convenience, a/so available in 4 ounce plastic spray bottle. “3 
RHINOPTO COMPANY, DALLAS, TEXAS | 


— «© = cs 


, 
{ 
> 
Rhinall Nose Drops for Sinusitis, Allergic Rhinitis and Colds _ 
| 
g 
& 
Ethical! for the Profession an isotonic saline menstruum 
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“Yes, I taught grammar to your father — 
and it seems like only yesterday !’’ 


Time flies happily for the mature person in good 


* 
health. To help keep these “‘senior citizens’’ fit T 
and active, many physicians prescribe GEVRAL— Ce \ a | 
a comprehensive diet supplement specially pre- 
pared for persons past 40. Each dry-filled GEVRAL 
capsule provides 14 vitamins, 11 minerals, and 


Purified Intrinsic Factor Concentrate. Milled sealed capeules 
for more rapid and complete 
absorption, freedom from after- 
taste. A Lederle exclusive! 


& LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID Company PEARL RIVER, NEW YORK 
U.S. PAT. OFF. 


GERIATFIC VITAMIN-MINERAL SUPPLEMENT LEDERLE 


Each GEVRAL contains: 
5000 U.S.P. Units Choline 100 mg. Calcium (as CaHPO,).. 145 mg. 
Vitamin 500 U.S.P. Units Inositol. . Phosphorus (as CaHPO,).............. 110 mg. 
Vitamin By ... Imegm. Ascorbic Acid (C)...... .. 50 mg. Boron (as Na2Bs0-. 
Monontrate (Bi). SMG. E (as tocophery! acetates). Copper (as CuO)........ 
Riboflavin (82). 5 mg. 25mg. Fluorine (as CaFs).................... mg. 
15 mg. Purified Intrinsic Manganese (as MnO:).. 
Acid... Factor Concentrate............... 0.5 mg. Magnesium (as MgO)....... 
0.5 mg. Iron (as FeSQ,)......... Potassium (as Ks 504). 5 mg. 
CaPantothenate. 5 mg. Zinc (as Zn0).. 


Other Lederle geriatric products include: GEVRABON* Vitamin-Mineral Supplement Liquid with a wine flavor; 
cerRale Protein Vitamin-Mineral-Protein Supplement Powder; and GEVRINE* Vitamin-Mineral-Hormone 
apsules, 
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) GANTRISIN 


‘Roche’ 


For round-the-clock therapy 


With two doses a day 


Lipo Gantrisin ‘Roche’—a new, palatable 
liquid for antibacterial therapy—offers 
three significant features: 


1. Only two doses a day needed 
in most cases 


2. Adequate twelve-hour blood levels 
after a single dose 


3. Same therapeutic advantages as 
Gantrisin ‘Roche’ 


Lipo Gantrisin® Acetyl—brand of 
acety] sulfisoxazole in 
vegetable oil emulsion 
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relaxes 
body 

and the 
well suited for 


protonged 


@ well tolerated, nonaddictive, essentially nontoxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 
@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY WW) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
“>, SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 


THE MILTOWN MOLECULE 


| 
| 
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a strong local analgesic and 
non-irritating counterirritant 
for relief of pain in neuralgia, 
muscular rheumatism and in 
muscular aches and strains. 


Containing 58% salicylates (methy] salicylate 
and aspirin), with menthol and camphor, in 
an alcohol-oil base, Panalgesic provides 
prompt relief of muscle, nerve, or joint pains. 
A green liquid, Panalgesic is virtually non- 
~ and does not stain the clothing. 

analgesic is issued in 2-ounce bottles and 
in half-gallon dispensing bottles. 


Wm. P. Poythress & Co., Inc. 


RICHMOND 17, VIRGINIA 
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‘V-Cillin-Sulfa’ 


(PENICILLIN V WITH TRIPLE SULFAS, LILLY) 


;;.combine the superior oral penicillin 


and three sulfonamides 


*V-Cillin-Sulfa’ provides you greater 
control over a wider range of micro- 
organisms. ‘V-Cillin’ (Penicillin V, 
Lilly) and sulfas used concurrently 
produce faster and more effective 
antibacterial action in certain infec- 
tions. In general, the combination 
is most beneficial in mixed infections, 
infections due to bacteria only mod- 
erately susceptible to either single 
agent, and conditions in which bac- 
terial resistance might develop. 


The much higher penicillin blood 
levels produced by ‘V-Cillin’ and the 
effectiveness and safety of the triple 
sulfas make ‘V-Cillin-Sulfa’ your 
most valuable preparation of its type. 


DOSAGE: 1 to 2 tablets q.i.d. 


SUPPLIED: Each tablet provides 125 
mg. (200,000 units) ‘V-Cillin’ plus 
0.5 Gm. sulfas—equal parts of sulfa- 
diazine, sulfamerazine, and sulfa- 
methazine. 


SC dx ANNIVERSARY 1876 - 


1956 / ELI LILLY AND COMPANY 


31 


| 
| 
; VOLUME 49 
| 
two-way attack on infection 
ALITY/RES 
ok 


SOUTHERN MEDICAL JOURNAL NOVEMBER 1956 


Side Reactions With Various Hypotensive Drugs 


postural hypotension edema 


THESE 


bone marrow depression 
constipation collagen-like illness 


depression G.I. hemorrhage 


when you treat Each tablet contains: 


h Cryptenamine. .1 mg. 
ype rtension (as the tannate salt) 
Reserpine. .0.1 mg. 
with drugs... For prescription 
economy: prescribe 
Unitensen-R in 50’s 


1 tablet b.i.d. 


TRY 
UNITENSEN-R 
Unitensen tannate 
tablets (contain 
FIRST cryptenamine 2 mg.) 
to serve your patients 
today— 
a combination ideally suited for 
° prescribe Unitensen-R. 
treating moderate to severe He has been especially 
hypertension where blood pressure *T.M. Reg. U.S. Pat. Off. 


has to be lowered 


IRWIN, NEISLER & COMPANY «+ _ DECATUR, ILLINOIS 


' 
| 
| 


“significantly for 


Robitussin’ 
Robitussin 


..the frequency and severity of - 
nt 
markedly reduced”? _ 


Robitussin: glyceryl gummeolate 
100 mg., and 
drochloride 1 mg., per 


Robitussin A-C: same form ; 
plus prophenpyridamine 
75 mg. and codeine 10 


per 5 cc. 
Cass, L. J. and Frederik, W. S.: 
Am. Pract. & Dig. Treat. 2:844, 1951. 
2. Blanchard, K. and Ford, R. A., Rocky Mt. Med. JI. 
1955, 


Robi ns A; H. ROBINS co., INC., RICHMOND 20, VIRGINIA 


Ethical Pieetitcuticale of Merit sinee 1878 


‘ 
— 


more positive 


diarrhea 
control 


for all ages...in all seasons 


(Donnatal with Kaoii, 
and Pectin Compound 


comprehensive correction of infectious, 
neuromuscular or emotional factors: 


reduces hyperperistalsis 
adsorbs toxins 

soothes mucosa 
neutralizes hyperacidity 


> 


In each 30 cc: 


Kaolin (90 gr.) 
Pectin (2gr.) 130 mg. 
Dihydroxy Aluminum 


Aminoacetate (7% gr.) 0.5 Gm. 
Hyoscyamine Sulfate . 0.1037 mg. 
Atropine Sulfate ... 0.0194 mg. 


Hyoscine Hydrobromide 0.0065 mg. 
Phenobarbital (%4 gr.) 


Robins 


Ethical Pharmaceuticals of Merit since 1878 
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Kaolin 
N pound) 


nonsensitizing ... rapid acting . . . topical anesthetic 


XYLOCAIN ES OINTMENT astra 


(Brand of lidocaine*) 


a new form of the widely accepted Xylocaine Hydrochloride solution 


@ Xylocaine Ointment provides unusually 
rapid, and deeply penetrating anesthesia 
without the drawback of toxicity, sensitization 
or irritation. Xylocaine is unique in this respect. 


@ For use in the control of itching, 
burning and other dermatologic distress. May 
also be applied liberally on skin and 


accessible mucous membranes to prevent pain 
during examination or instrumentation. 


@ Available in a water soluble, 
nonstaining vehicle as 2.5% and 5% 
Xylocaine base in collapsible tubes or wide-mouth jars, 


each containing 35 grams (approx. 1.25 ounces). 


request of many physicians, surgeons, and 


4g 
ice: Xylocaine Ointment is now made available at the 
2 anesthetists who routinely use Xylocaine Solution. 


*U. S. Patent No. 2,441,498 
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NEW AND IMPORTANT 


(BRAND OF AMINOISOMETRADINE) 


Simple 
b.i.d. Dosage 
for Positive 


Diuresis 


THIS newest product of Searle Re- 
search is the only continuously effec- 
tive oral diuretic that avoids all these 
disadvantages : 

. . Significant side effects 

. .Complicated dosage schedules 
... Electrolyte disturbance 

. . Acid-base imbalance 

. . Fastness 

. . Known contraindications 


THE GLOMERULAR FILTERING SYSTEM 


Configuration of the renal glomerulus 
as revealed by the electron microscope. 


{illustration by Hans Elias) 


ROLICTON has been found effective 
as an agent to eliminate, or greatly 
reduce the frequency of, mercurial in- 
jections. 

DOSAGE IS SIMPLE. One tablet b.i.d. is 
usually adequate, following adminis- 
tration of four tablets the first day. 
G. D. Searle & Co., Chicago 80, 
Illinois. Research in the Service of 


Medicine. 
*Trademark of G. D. Searle & Co. 
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‘Thorazine’ should be administered discriminately and, before prescribing, 


the physician should be fully conversant with the available literature. 


always carry ‘Thorazine’ Ampuls in your bag 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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MYSTECLIN SUSPENSION 


Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 

BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 


READY-TO-TAKE — Mysteclin Suspension requires no re- 
constitution and can be given by simple teaspoon 
dosage to patients of all ages. 

MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Steclin Hydrochloride and 125,000 units Mycostatin). 


Squibb Quality — the Priceless Ingredient 


‘mystecun’®, *stecuin’®, AND ‘MYCOSTATIN’® ARE SQUIBB TRADEMARKS 


~ 
~ 
‘ 
SQUIBB ‘ 
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In answer to questions about douching you can 
reommend Meta CiNE with complete confidence 
BECAUSE META CINE: 


1, is a safe, soothing douche (pH 3.5) containing 

methyl salicylate, eucalyptol, menthol, chlorothy- 

mol and PAPAIN to liquefy mucus. CITRIC ACID 

to help restore the proper acid pH, discourage 

pathogenic organism, promote normal vaginal 

= LACTOSE to feed the physiologic Doderlein 
illi, 


“What douche 
should I use, 
Doctor?” 


9. is pleasant and refreshing to the patient... 
and deodorizing. 


3. has a surface tension of 56 dynes/cm as com- 
pared to 72 dynes/cm for the usual vinegar douche. 


4. is economical . . . only two teaspoonfuls to two 
quarts of water . . . supplied in eight-ounce con- 
tainers. 


5. is useful as a routine, cleansing douche, as an 
adjuvant when treating leukorrheal infections, and 
following cervical cauterizations and conizations. 


vs UPON YOUR REQUEST a free supply of instruction sheets will be sent for 


your cenvenience in advising patients on the correct douching technique. 


BRAYTEN PHARMACEUTICAL COMPANY, 3810 st. Elmo Avenue, Chattanooga 9, Tennessee 
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quicker relief 
and shortened disability 


in Herpes Zoster and Neuritis 


Protamide” 


... Five Year Clinical Evaluation 


With only one to four injections of Protamide® prompt 
and complete recovery was obtained in 84% of all herpes 
zoster patients and in 96% of all neuritis patients treated 
during a five-year period by Drs. Henry W., Henry G., 
and David R. Lehrer (Northwest Med. 75:1249, 1955). 


The investigators report on a total of 109 cases of 
herpes zoster and 313 cases of neuritis, all of whom 
were seen in private practice. All but 

one patient in each category 

responded with complete recovery. 


This significant response is attributed to 
the fact that Protamide therapy was started 
promptly at the patient’s first visit. 


The shortening of the period of disability 
by this method of management is 
described as “a very gratifying experience 
for both the physician and the patient.” 


Protamide® is a sterile colloidal solution prepared 
from animal gastric mucosa... free from protein 
reaction... virtually painless on administration 
...used intramuscularly only. Available from 
supply houses and pharmacies in boxes of ten 
1.3 cc. ampuls. 


Protamide 
...a product of herman Leboralories 


Detroit 11, Michigan 


38 
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Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 


“Schwartz, E.: New York J. Med. 
56:570, 1956. 


| in bronchial asthma 


one of “the best therapeutic agents 
now available”* 


provides restoration of breathing capacity — Relief of symptoms 
[bronchospasm, cough, wheezing, dyspnea] is maintained for long 
periods with relatively small doses.* 


brand of prednisolone 


minimal effect on electrolyte balance — “‘in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”* Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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METRETON 242 


METICORTEN (PREDNISONE) PLUS CHLOR-TRIMETON WITH ASCORBIC ACID 


For prompt and effective relief, especially in many resistant allergic disorders, Metaeton 
affords the benefits of two established agents with unexcelled anti-inflammatory, anti- 
allergic and antipruritic effectiveness. supported by essential vitamin C —for stress 
support and for postulated effect on prolonging steroid action no better corticosteroid 
— original brand of prednisone...minimal electrolyte effects—MeticorTEN no better anti- 
histamine —unexcelled in potency and freedom from side effects—Cutor-Trimeron 
effective against hay fever, pollen asthma, perennial rhinitis, acute and chronic urticaria, 
angioneurotic edema, drug reactions, inflammatory and allergic eye disorders, pruriti¢ 
and contact dermatoses. 


JSormula: Each tablet of Merneton provides 2.5 mg. of Meticonten (prednisone), 2 mg. of Cxion-Taimston 
maleate (chlorprophenpyridamine maleate), and 75 mg. ascorbic acid. 


supplied: Metreton Tablets, bottles of 30 and 100. 
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ETRETON 


CORTELONE (PREDNISOLONE) PLUS CHLOR-TRIMETON 


ickly clears nasal passages + avoids rebound engorgement and 
mpathomimetic side effects + safe even for cardiacs, hyperten- 


wes, children, pregnant patients « 


ition: Contains 2 mg. (0.2%) Mericortetone acetate (prednisolone ace- 
tt) and 3 mg. (0.39%) of Cutor-Trimeton gluconate (chlorprophenpyridamine 


fuconate) in each ce. 


thaging: 15 cc. plastic “squeeze” bottle, box of 1. 
brand of corticoid- antihistamine compound; Mericorten,* brand of prednisone; 


brand of prednisolone; Cutor-Trineton,® brand of chlorprophenpyrid 
MT-J-576 


ETRETON 


METRETON 


TABLETS 
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The TILDEN Conte 
New Lebanon, N. 


| threat of infection | 
n cases of mixed 
bronchodilator 
anti dick 2a 


Original 
-Alseroxylon 


or the 
omatic 


AND 
he Psychic Phase of 


In addition to its gentle antihypertensive tension. Treatment in all types of hyper- 
action, Rauwiloid provides psychic tran- tension may begin with Rauwiloid. 80% 
quility and overcomes tachycardia. Thus of mild labile hypertensives require no 
Rauwiloid participates in both the somatic additional therapy. Dosage is definite and 
aid psychic phases of therapy for hyper- easy: two 2 mg. tablets at bedtime. 
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ROMILAR 1S AT LEAST AS EFFECTIVE AS CODEINE 


Milligram for milligram, 
Romilar is equal to codeine 
in specific 

antitussive effect 


For avoiding unwanted side effects 


ROMILAR IS CLEARLY BETTER THAN CODEINE 


Non-narcotic, 
non-addicting— 

does not cause drowsiness, 
nausea, 


or constipation 


Hoffmann-La Roche Ince Nutley«N. J. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide 
Syrup, Tablets, Expectorant (w/NH Cl) 


. i 
For controlling cough 
| 
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_XYLOCAINE® HCI SOLUTION asTRA 
The Name That Marks New Era in Local Anesthesia 


‘@ Duration e Clinical Effectiveness « Clinical Tolerance e Speed 


e Stability Versatility « Predictability © Safety Depth 
Trade Name: XYLOCAINE Generic Name: lidocaine* 


Duration of Action: Two to three times that of procaine. 
Anesthetic Index: 1.8. eet _ Surface Anesthetic index: 8. 


Safety Factor: Two to three times that of procaine: Cbecatase emneller 
concentrations and volumes are clinically as effective). 


Sensitivity: Allergic manifestations and sensitizing reactions tae 
have never been reported. a 


Inhibition of Therapeutic Action of Sulfonamides or Antibiotics: None. 

Versatility: Effective in local infiltration anesthesia; in major conduction a 
. anesthesia; in temporary therapeutic blocks for relief of pain; ae 
in topical anesthesia. 
Available on Request: Descriptive literature, bibliography, and trial 

Supplied: Vials, O5%, 1% and 2% in 20 cc. and 50 cc. without and 

with epinephrine 1: 100,000; 100 cc. vials, 1% without epinephrine. 

Ampoules, 2 cc. 2% without and with epinephrine 1: 100,000. 


Astra Pharmaceutical Products, inc., Worcester 6, Mass. ~ 


6. PATENT NOC 2.441.408 
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RECURRENT THROBBING HEADACHE 
complicated by NERVOUS TENSION 
G-I DISTURBANCES 


For management of 


ALL 3 aspects... 
N E W 


TABLETS 


DOSE: 2 to 6 tablets at 
onset of attack. 


Among 2,000 published cases— 
96% relieved with Cafergot 
preparations: 

Cafergot 


Tablets and Suppositories 
Cafergot P-B 


Cafergot P-B Tablet contains: Tablets and Suppositories 


Ergotamine tartrate .... 1 mg. 
Caffeine 

Bellafoline ......... 
Pentobarbital Sod. ...... 30 mg. 


Sa ndoz 


SANDOZ pyHARMACEUTICALS 
HANOVER, N. J. 
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Superior antacid action and... 


"For palatability, 


many patients prefer Maalox"* 


MaAtox®, an efficient antacid suspension of magnesium- 

aluminum hydroxide gel, is smooth-textured, and always 

pleasant to take. MAALOX was tested by thousands of hos- a* ns 

pital outpatients, who preferred it to other antacids. Indeed, “try Ascriptin Tablets 

high patient acceptability (without danger of constipation) (Aspirin buffered with Maalox) \ 

is one of the outstanding advantages of MAALox therapy.” 4 Doubles blood salicylate level 
As to chemistry: MAALOx has more acid-binding capacity * — more — -_ \ 

than aluminum hydroxide gel, and maintains its antacid rs lie ee saa } 
Supplied: Suspension, bottles of 12 fluidounces. 

Tablets, bottles of 100. Samples sent promptly on request. 

1, Kramer, P.: Med. Clin. North America, 39:1381, Sept. 1955. 

2. Morrison, Samuel: Am. J. Gastroenterology 22:309 (1954). = 

3 Rossett, N. E., Rice, M. L., J., Gastroenterology 26:490 (1954). 


. better suited for antacid therapy”? 


WILLIAM H. RORER, Inc. PHILADELPHIA, PA. 
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New Effec 


Waginal Suppositories 


—soft and pliant as a tampon—white, odorless, non-staining—the suppositories 
bring new ease and new effectiveness to treatment of vaginitis. 


ELIMINATE SMEAR EXAMINATIONS* 

Milibis vaginal suppositories are effective in trichomonad, 
Candida (monilia) as well as mixed and bacterial 
infections—thus laboratory identification of the offending 
organism is unnecessary. 


* "gums, THERAPEUTIC REGIMEN IS SHORT AND SIMPLE 


A total of only 10 suppositories (one inserted every other night) 
... has given a remarkable rate of cure of over 90 per cent 


“.) in two large series of cases. Milibis vaginal suppositories are 
easily inserted high into the vagina and form a tenacious 
film which coats the cervix and rugae, killing pathogens on 


SUPPLIED: BOXES OF 10 contact. Non-staining, well tolerated. 


*Except when gonorrheal infection is suspected. 


e 
uithnop LABORATORIES New York 18, N.Y. 


Milibis (brand of glycoblarsol), trademark reg. U.S. Pat. Off. 


eooforn VAGINnNITIsS: 


nudges your patient to sleep 


Nonbarbiturate. Gently calms the nervous insomnia patient, bringing tranquil 
sleep in 15-30 minutes. Wears off in about 5 hours, so 


patient normally awakens next day free of hangover. Obbott 


611023 


NOS 


Seisu nm 


quickest way to relieve the itching, scaling, 
burning of seborrheic dermatitis and dandruff. 
The first few Selsun applications control symptoms 
—then each application keeps the scalp healthy up 
to four weeks. Effective in 81-87% of seborrheic 
dermatitis, 92-95% of dandruff cases. And Selsun 
is as simple to use as a shampoo. Sold only 


on prescription, Selsun Suspension 
comes in 4-fluidounce plastic bottles. Obbott 


*Selenium Sulfide, Abbott 
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For ail diarrheas regardless of etiology 


SULFASUXIDINE®—NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


When diarrhea brings misery to your patients, 
the prime consideration is prompt, lasting relief. 
CREMOMYCIN is so formulated that bacillary as 
well as nonspecific diarrheas respond promptly— 
often dramatically. The comprehensive, yet local 
antibacterial action of the neomycin and the Sulfa- 
suxidine content is concentrated in the gut and 
is complemented by kaolin and pectin, which 
soothe inflamed mucosa, adsorb toxins, and help 
normalize intestinal motility. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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ANNOUNCING 


The Twentieth Annual Meeting 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Conference Headquarters—Municipal Auditorium 
March 11, 12, 13, 14, 1957 


GUEST SPEAKERS 


Emery A. Rovenstein, M.D., New York, N. Y. 
Anesthesiology 


Nelson Paul Anderson, M.D., Los Angeles, Calif. 


Dermatology 


J. Edward Berk, M.D., Detroit, Mich. 
Gastroenterology 


Erle Henriksen, M.D., Los Angeles, Calif. 
Gynecology 


Ovid O. Meyer, M.D., Madison, Wis. 
Internal Medicine 


Irvine H. Page, M.D., Cleveland, Ohio 
Internal Medicine 


Barnes Woodhall, M.D., Durham, N. C. 
Neurosurgery 


John E. Savage, M.D., Baltimore, Md. 
Obstetrics 


e Dwight Townes, M.D., Louisville, Ky. 
Ophthalmology 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, 
medical motion pictures, scientific exhibits and technical exhibits. 


(All-inclusive registration fee — $20.00) 


THE POSTCLINICAL TOUR TO THE MEDITERRANEAN 
AND EUROPE 


Leaving March 16, 1957 from New York 


For Information concerning the Assembly meeting and the tour write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 


Don King, M.D., San Francisco, Calif. 
Orthopedic Surgery 


G. Slaughter Fitz-Hugh, M.D., Charlottesville, Va. 
Otolaryngology 


Malcolm B. Dockerty, M.D., Rochester, Minn. 
Pathology 


Sydney S. Gellis, M.D., Boston, Mass. 
Pediatrics 


Karl Zimmerman, M.D., Pittsburgh, Penna. 
Proctology 


Laurence L. Robbins, M.D., Boston, Mass. 
Radiology 


Danely P. Slaughter, M.D., Chicago, Ill. 
Surgery 

C. Stuart Welch, M.D., Albany, N. Y. 
Surgery 

William L. Valk, M.D., Kansas City, Kan. 
Urology 


VOLUME 49 SOUTHERN MEDICAL JOURNAL 51 


modern 
sulfonamide 


therapy 


SUSPENSION 


SULFOSE 


Triple Sulfonamides 
Wyeth 


REG.U.S. PAT OFF. 

5 ce. (1 teaspoonful) 
Sulfadia: 7 Gm. 
Sulfamethazine 0.167 Gm. 

| Ca in a flavored alumina gel base. 

ution: Federal law prohibits di 

without prescription. Directions | 

be supplied to physicians upon request. 

Usual Adult Dosage: 2 to 8 teaspoonfuls t 
as directed by the physician. 

Warning: Sulfonamides are potent drugs 

and may cause toxic reactions. Constant 

su of the patient by a physician 
is essential. 


Shake well ¢ Keep tightly closed 
LABORATORIES INC 


PHILADELPHIA, PA. 
830 of related company 


E-06-EC 


Meth-Dia-Mer Sulfonamides 


It is significant that sulfonamide therapy 
has gained new recognition by the medical 
profession. With improved, effective, 
relatively non-toxic sulfonamides the 
physician can control a great variety of 
upper respiratory, gastrointestinal, and 
urinary tract infections. SULFOSE is 
particularly notable for the sustained and 
high sulfonamide blood levels it produces, 
and its relative freedom from untoward side 
reactions. A special base and flavoring give 
this suspension excellent stability and a 
pleasant taste. Bottles of one pint. 


Each teaspoonful (5 cc.) contains: 
sulfadiazine 167 mg. 


sulfamerazine 167 mg. The Triple Sulfas 
sulfamethazine 167 mg. 


Also available as Tablets SuULFOsE in 
bottles of 100 and 1,000. 


{ 
| 
ONE PINT PKG. 14379 
| 
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Clinically proved, before introduction, in over 12,000 patients 


announcing 


C 
a further advance in psychopharmacology 


a true “tranquilizer” 
and potent antiemetic 
with minimal side effects 


indicated in: 

+ mental and emotional disturbances—mild 
and moderate—encountered in 
everyday practice 

- nausea and vomiting—mild and severe 


_ available in 5 mg. tablets 


i) Smith, Kline & French Laboratories, Philadelphia 1 


*Trademark for proclorperazine, S.K.F. 


. 


10 to 12 hours 
uninterrupted 


pain relief in 
a single tablet 


no up-and-cown 

© better codeine toleration 
Belladonna alkaloids and phenobar- 
bital, as in Donnatal, induce mild 
sedation, reducing pain conscious- 
ness and anxiety. Patient is pro- 
tected from spasm. Codeine consti- 
pation, nausea and vomiting are 
avoided, Phenobarbital directly 
augments the potent analgesic effect 
of codeine. Indicated wherever co- 
deine is indicated—in pain or cough. 


Donnagesic No. 1 (pink) 
CODEINE Phosphate er)... ..... 48.6 mg. 
Hyoscyamine Sulfate. .... 
Atropine Sulfate......:.........0: 
Hyoscine . .0.0195 mg. 
Phenobarbital (4 gr.)..............48.6 mg. 


Dennagesic No. 2 (red) 

CODEINE Phosphate (11 gr.). .... . .97.2 mg. 
Hyoscyamine Sulfate ............0.3111 mg. 
Atropine Sulfate ............+..,. 0.0582 mg. 


Hy Hyd: 0.0195 mg. 
Phenobarbital (% gr.). .............48.6 mg. 


1. Goodman, L. S., and Gilman, A.t The Pharmacologic Basis 
of Therapeutics, N. ¥., The Macmilian Co., 1955; p. 127. 


A, H. ROBINS INC, 


RICH MOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit Since 1878 


*TM Reg. U.S. Pot. Off.—pat. applied for 


the rst ti nded | 
O Ime. exte action tne 
f 
} 
Donnatal® with Codeine extended action tablets ws 
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now you can prescribe 


sulfas 


in a delicious suspension...no unpleasant aftertaste 


DELTAMIDE 


THE PREFERRED QUADRI-SULFA MIXTURE 


Suspension Tablets 


Finicky patients are on your side when you prescribe 

Deltamide Suspension. Its delightful synthetic 

chocolate-like flavor completely masks the taste of 

sulfas. Deltamide Suspension can safely be given to 

children and other patients sensitive to chocolate. 
Each 5 cc. teaspoonful of the Suspen- 


Try Deltamide in urinary sion, or each Tablet, supplies: 
tract infections. Action is Sulfadiazine 0.167 Gm 
ond side Sulfamerazine 0.167 Gm. 
Sulfamethazine 0.056 Gm. 
Sulfacetamide 0.111 Gm. 
Tablets: Bottles of 100 and 1000. 
Suspension: 4 and 16 oz. bottles. 


When the situation also calls for penicillin— 
DELTAMIDE w/Penicillin 


Each tablet or 5 cc. of suspension con- Tablets: Bottles of 36 and 100. Powder for 
tains—in addition—250,000 units of po- suspension: 60 cc. bottles to provide 2 oz. 
tassium penicillin G. of suspension by adding 40 cc. of water. 


Lowe 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY. + KANKAKEE, ILLINOIS 
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— 
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(Zoxazolamine,t McNeil) 


fulfills these requirements 


FLEXIN is sufficiently safe 
“...no deleterious effects noted in blood counts, 
urinalyses, or liver and kidney function tests.”” 
“...no important signs of toxicity were found in blood or urine studies...” 


FLEXIN is effective 
“Rheumatic diseases with the major disability caused by 
stiffness and aching appear to. respond well... 
“...14 of 18 patients with spasticity due to spinal cord lesions 
showed objective improvement...” 


FLEXIN has a long duration of action 


“Some degree of muscular relaxation [with FLexin] was occasionally 
seen 24 hours or longer after discontinuance of therapy.” 


supplied: 250 mg. yellow, scored tablets, botiles of 50. 


(1) Abrahamsen, E. H., and Baird, H. W., Ill: J.A.M.A. 160:749 (Mar. 3) 1956. 

(2) Amols, W.: J.A.M.A. 160:742 (Mar. 3) 1956. (3) Rodriguez-Gomez, M.; 
Valdes-Rodriguez, A., and Drew, A. L.: J.A.M.A. 160:752 (Mar. 3) 1956. (4) Smith, R. T.; 
Kron, K. M.; Peak, W. P., and Hermann, I. F.: J.A.M.A. 160:745 (Mar. 3) 1956. 


MeNEIL LABORATORIES, INC - PHILADELPHIA 32, PA. | Mc NE IL} 


Patent Pending 


criteria or skeletal muscle relaxant | 
6 theT@has been ilable d d sufficiently safe, effective, 
To date, ther@has been no available drug sufficiently safe, effective, 
orlong-lasting to, justify its general use.” 
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im JOSIAH MACY, JR. FOUNDATION 


Announces a new book 


GLAUCOMA 
Transactions of the First Conference 
Edited by 
Frank W. Newell, Department of Surgery (Ophthalmology), University of Chicago 


This volume, the ‘first in a: series of five, presents the nearly verbatim discussions of a 


multidiscipline conference group. 


Principle topics were a review of angle closure glaucoma, central control of intraocu- 
lar pressure, and physiologic and pharmacologic factors influencing the resistance to 
aqueous outflow. Much new and stimulating material is included in this publication. 


$4.50 


JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
16 WEST 46th STREET, NEW YORK 36, NEW YORK 


Please make checks payable to Josiah Macy, Jr. Foundation 


END THE TORTURE 


of agonizing vulvar itch 
in monilial vaginitis! 


FAST, WELCOME RELIEF 
HIGH RATE OF CURE 


Vaginal Anti-infective Jelly. Con- 
tains 0.1% gentian violet in an 
acid polyethylene glycol base. 
Once nightly — just 12 applications usually 


cures the most stubborn case 


WESTWOOD PHARMACEUTICALS © Div. Foster-Milburn Co. © 468 Dewitt St., Buffalo 13, N. Y. 
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Schering 


METICORTELONE 


PREDNISOLONE 


patients with 


allergic or inflammatory dermatoses 


and their physicians deserve the benefits of 


METICORTELONE’ 


(PREDNISOLONE) 


for patient for physician 

intense itching rapidly relieved, far smaller dosage than with oral hydrocorti- 
inflammatory reaction promptly sone...no undue worry about edema, sodium 
suppressed...no weight gain to retention, potassium loss...patient coopera- 
guard against...no difficult die- tion assured...quickly permits adjunctive 
tary rules topical therapy 


buff-colored tablets of 1, 2.5 and 5 mg. METICORTELONE,® brand of prednisolone. 


ML-J-2176 
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WELL. ACCEPTED 
FOR EFFECTIVE 
COUGH RELIEF 


pyraldine”’ 
and DY no. Z 


Each fluidounce of bright yellow PYRALDINE contains: 


Dihydrocodeinone bitartrate ............. 1/6 gr. 
(Brand of Pyrilamine Maleate) thetic effect in the throat 
Ammonium Chloride 6 gr. ad facilitale 
| 5 gr. { 
Amber PYRALDINE No. 2 — 
7 the basic Pyraldine formula plus 
Phenylephrine Hydrochloride.......... 30 mg. { For added mucosal decongestion 
per fluidounce 


& BROWN, ING., Richmond, Va. 


RM 
v4 
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; In Congestive Heart Failure 
R, ‘Wide Safety Margin’ 


Authoritative investigators have reported that the digitalizing dose of 
Gitaligin is approximately one-third the toxic dose.'* 


This “wide margin of safety” (difference between therapeutic and 

toxic doses) permits rapid digitalization and successful maintenance with 
a minimum of toxic side reactions—even in refractory cases where 

other glycosides have failed.* And, cost to your patient is no greater 
than ordinary digitalis preparations. 


Supplied: Scored tablets of 0.5 mg. Bottles of 30 and 100. 


References: 1. Ehrlich, J. C.: Arizona Med. /2: 239 (June) 1955. 2. Weiss, A., and Steigmann, F.: Am. J. M. 
Sc. 227: 188 (Feb.) 1954. 3. Dimitroff, S. P.; Griffith, G. C.; Thorner, M. C., and Walker, J.: Ann. Int. Med. 
39: 1189 (Dec.) 1953. 4. Hejtmancik, M. R., and Herrmann, G. R.: Texas St. J. M. 5/: 238 (May) 1955. 
5. Batterman, R. C.; DeGraff, A. C., and Rose, O. A.: Circulation 5; 201 (Feb.) 1952. 6. Denham, R. M.: 
J. Kentucky St. M. Assoc. 53: 209 (Mar.) 1955. 
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In “Menstrual Anemia’ 


The Bibliography 
Specifies 


RONCOVITE 


THE ORIGINAL CLINICALLY PROVED COBALT-IRON PRODUCT 


“In our opinion, routine use of cobalt-iron [RONCOVITE®] offer 
advantages over the use of iron alone in the treatment of many of th 
common anemias seen in general practice. This is particularly tre 

of the iron deficiency anemia occurring so frequently in femak 

patients as a result of menstrual loss or pregnancy. RONCOVITE* 

was not only more rapid and effective than oral iron but was 

effective even in cases which had previously failed 

to respond to the administration of intravenous iron.” 


In menstrual anemia, as in other common anemias, 

the convincing evidence supporting cobalt-iron therapy 

is based on RONCOVITE research 

Roncovite is the only clinically proved preparation supplying cobal 
in therapeutic levels essential for specific bone marrow stimulation. 


The safety and potency of Roncovite have been repeatedly confirmed 


Your own results will show why 
“The bibliography specifies RONCOVITE’ 


Per cent of female patients attaining nai 
hemoglobin levels of 13 Gm/100 ce.) and 

in whom no cause of anemia other than 
menstrual blood loss or previous preg 

nancy could be established. Adapted from 

Ausman. | 


) IRON THERAPY IN ANEMIA DUE 10 
i 


IRON 


66% 
RONCOVITE 


vs 
ARO BLOC 


NUMBER TREAS STATE JOTENAL OF oC iss 


October 1955 The JOURNAL of the Indiana State Mechcal Association Vol: 48,,No, 
MET. NUMBLR 4 OBSTETRICS. AND GYNEOOLOGY APRIL 1956 Pages 363-17) 


SOUTHERN MEDICAL JOURNAL VOL #9 NO. PAGES 1-10 


JANUA 


LLOYD 


JOURNAL AM. A. PERTUARY 25, PAGES 61723 
JOURNAL Am. A. AUGUST 29, 1955 PAGES 
VOLUME 158 NUMELA, JOURNAL A.M. A. AUGUST 6, 195° PAGES 1239-1330 
VOLUME KUMOER JOURNAL A M.A, MAY 12 1956 


Ne THE JOURNAL OF PEDIATRICS May 


VOLUME 160 NUMBFE 16 JOURNAL A A. MARCH 10, 19% PAGES 839 M22 


RONCOVITE TABLETS: 


In “Menstrual Anemia,” one tablet after each meal and at bedtime. 


Holly, R. G.: Anemia in Pregnancy, Obst. & Gynec. 5:562 (April) 1955. 
Hill, J. M., et al.: Cobalt Therapy in Anemia, Texas J. Med. 51:686 (Oct.) 1955. 


Rohn, R. J.; Bond, W. H., and Klotz, L. J.: The Effect of Cobait-iron Therapy in 
lron-Deficiency Anemia in Infants, J. Indiana M.A. 46:1253 (Dec.) 1953. 


Holly, R. G.: Anemia in Pregnancy. Paper delivered before Amer. Congress of 
Obstetrics and Gynecology (Dec.) 1954. 


Holly, R. G.: The Value of Iron Therapy in Pregnancy, Journal Lancet 74:211 
(June) 1954. 


Quilligan, J. J., Jr.: Effect of a Cobalt-lron Mixture on the Anemia of Prematurity, 
Texas J. Med. 50:294 (May) 1954. 


Hamilton, H. G.: The Use of Cobalt and Iron in the Prevention of Anemia of 
Pregnancy. Paper delivered at So. M. Assn., Houston, Texas, in press. 


Rohn, R. J., and Bond, W. H.: Observations on Some Hematological Effects of 
Cobalt-iron Mixtures, Journal Lancet 73:317 (Aug.) 1953. 


m4 R. G.: Studies on Iron and Cobalt Metabolism, J.A.M.A. 158:1349 (Aug. 13) 


Jaimet, C. H., and Thode, H. G.: Thyroid Function Studies on Children Receiving 
Cobalt Therapy, J.A.M.A. 158:1353 (Aug. 13) 1955. 


Klinck, G. H.: Thyroid Hyperplasia in Young Children, J.A.M.A. 158:1347 
(Aug. 13) 1955. 


Tevetoglu, F.: The Treatment of Common Anemias in Infancy and Childhood 
with a Cobalt-lron Mixture. J. Pediat. 49:46 (July) 1956. 


*Ausman, D.C.: Cobalt-lron Therapy in the Treatment of Some Common Anemias 
Seen in General Practice, the Journal Lancet (Oct.) 1956. 
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CINCINNATI 3, OHIO 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


SURGERY and ALLIED SUBJECTS 


A two-months combined surgical course comprising gen- 
eral surgery, traumatic surgery, abdominal surgery, 
gastroenterology, proctology, gynecological surgery, uro- 
logical surgery. Attendance at lectures, witnessing 
operations, examination of patients pre-operatively and 
post-operatively and follow-up in the wards post-opera- 
tively. Pathology, Radiology, Physical medicine, anes- 
thesia. Cadaver demonstrations in surgical anatomy, 
thoracic surgery, proctology, orthopedics. Operative 
surgery and operative gynecology on the cadaver, attend- 
ance at departmental and general conferences. 


PRACTICAL 
ELECTROCARDIOGRAPHY 


A two-weeks part time elementary course for the prac- 
titioner based upon an understanding of electrophysio- 
logic principles. Standard, unipolar and_ precordial 
electrocardiography of the normal heart. Bundle 
branch block, ventricular hypertrophy and myocardial 
infarction considered from clincial as well as electro- 
cardiographic viewpoints. Diagnosis of arrhythmias of 
clinical significance will be emphasized. Attendance at, 
and participation in, sessions of actual reading of routine 
hospital electrocardiograms. 


RADIOLOGY 


A comprehensive review of the physics and higher math- 
ematics involved, film interpretation, all standard gen- 
eral roentgen diagnostic procedures, methods of appli- 
cation and doses of radiation therapy, both X-ray and 
radium, standard and fluroscopic procedures. A review 
of dermatological lesions and tumors susceptible to 
roentgen therapy is given, together with methods and 
dosage calculation of treatments, special attention is 
given to the newer diagnostic methods associated with 
the employment of contrast media such as_bronchog- 
raphy with Lipidol, uterosalpingography, visualization 
of cardiac chambers, perirenal insufflation and myelog- 
raphy. Discussions covering roentgen departmental 
management are also included; attendance at depart- 
mental and general conferences. 


COURSE for 
GENERAL PRACTITIONERS 


Intensive full-time instruction covering those subjects 
which are of particular interest to the physician in gen- 
eral practice. Fundamentals of the various medical and 
surgical specialties designed as a practical review of 
established procedures and recent advances in medicine 
and surgery. Subjects related to general medicine are 
covered and the surgical departments participate in 
giving fundamental instruction in their specialties. 
Pathology and radiology are included. The class is ex- 
pected to attend departmental and general conferences. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


In treatment and eradication of pinworms and round- 
worms, clinical investigators found Vermizine notably 


effective. 


Oxyuricidal properties of Vermizine’s principal ingre- 
dient— Piperazine Gluconate—accomplish rapid reduction 
and elimination of infestations, both in children and adults. 
Well-tolerated; low in toxicity. No untoward effects. 


Pleasing Strawberry Flavor 
Invites Acceptance 


Compounded in a pleasing strawberry-flavored syrup, 
Vermizine is highly acceptable—even to small children. 


Supplied: Gallons, Pints, 8-0z. Bottles. 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, illinois 


Pacific Coast Branch 


381 Eleventh St, Son Francisco, Calif. 
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| 
VERMIZINE 
. Most Potent Anthelmintic | 
against PINWORMS (Oxyuriasis) ano ROUNDWORMS (Ascariasis) 
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in acute and chronic pyelonephritis, cystitis and prostatitis 


freedom 


from pain, infection and resistant mutants 


“Frequently, patients reported symptomatic improvement within 24 
hours.”! Furadantin “may be unique as a wide-spectrum antimicrobial 
that . . . does not invoke resistant mutants.””? 


Comparative Sensitivity to Furadantin of Infectious Microorganisms 
Isolated over a Two-Year Period? 


Moderately 
, Sensitive* sensitive* Resistant* 
Total 
no. Per cent Per cent Per cent 
Microorganism strains | Ne. of total | No. of total | No. of total 
Proteus vulgaris 237 209 88.2 28 11.8 0 0 
Escherichia coli (including 
= paracolon bacillus) 281 255 92.7 23 8.2 3 1.1 
— Aerobacter aerog 223 183 82.1 40 17.9 0 0 
Streptococcus faecalis 160 155 96.7 5 3.1 0 0 
Pseudomonas aeruginosa | 101 5 5.0 40 39.9 56 55.4 
Micrococcus pyogenes var. 
aureus 6 6 100 0 0 0 0 
Klebsiella pneumoniae 3 3 100 0 0 0 0 
Alcaligenes faecalis 2 2 100 0 0 0 0 


*Organisms inhibited by 100 ug./mi. or less are classified as sensitive, by 200 to 400 yg./mi. as 
moderately sensitive, and those not inhibited by 400 ug./mi. as resistant. 


“The status of P. vulgaris and of M. pyogenes var. aureus is especially 
noteworthy in the light of the high degree of resistance exhibited by those 
organisms to antibiotics currently employed.” 


REFERENCES: 1. Trafton, H. M., et al.: N. England J. M. 252:383, mw e Weisbren, B. A., and Crowley, W.: 
A. M. A. Arch. Int. M. 95:653, 1955. 3. Schnei s 3:212, 1956. 


uradantin 


BRAND OF NITROFURANTOIN 


FURADANTIN DOSAGE: 


SUPPLIED: 

Tablets, 50 and 100 mg., 

q.i.d. (at mealtime, on retiring, bottles of 25 and 100. 

with food or milk). Average daily EATON LABORATORIES Oral Suspension, 5 mg., 

dosage for children is 5 to Norwich New York per cc., bottle of 118 cc. 
7 mg./Kg. in four divided doses. (ean 


NITROFURANS—a new class of antimi bial ith tibioti 


nor sulfonamides 


| 
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HYNSON, WESTCOTT & DUNNING, 


LACTINEX GRANULES and LACTINEX TABLETS 
contain a standardized viable mixed culture of Lactobacilli 
acidophilus and bulgaricus with the naturally-occurring 
metabolic enzymes produced by these organisms. 


LACTINEX TABLETS—A clinically proven treat- 
ment for gastrointestinal disturbances, including diarrhea? 
(antibiotic induced and others) in infants and adults. 


LACTINEX GRANULES—An especially designed 
dosage form (served on cereal, food or with milk) of this 
effective product for the pediatric and geriatric patient. 


Dosage: Three or four tablets or one packet, three or 
four times a day. 


Supplied—tablets in bottles of fifty—granules ia 
boxes of twelve, one gram packets. 


1. Siver, Robert H.: Current Medical Digest, Vol. XXI, 
No. 9, September 1954. 

2. McGivney, John: Texas State Journal of Medicine, Vol. 
51, No. 1, January 1955. 


<> 


INC., Baltimore 
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Bladder Flap Ureteroplasty* 


MICHAEL K. O’HEERON, M.D., MARVIN GREER RAPE, M._.D., 
and JAMES R. FISH, M.D.,t Houston, Tex. 


The authors describe their results by the use of an operation not commonly done, to replace 
a portion of a ureter functionless because of some lesion. 


THE LOSS OF A PORTION OF THE LOWER URETER 
occasionally occurs as a complication of a 
wide variety of maladies located in the pelvic 
region of the abdomen in both sexes. The 
management of this problem may be difficult, 
and in the majority of cases with a good con- 
tralateral kidney, nephrectomy is probably 
done. Other technics employed have been cu- 
taneous ureterostomy, ureterosigmoidostomy, 
uretero-ureteral anastomosis, the use of tubes 
made from the skin and the use of isolated 
segments of the small bowel. Nephrostomy 
has been used, and while it is a valuable 
temporary procedure to aid in preparing some 
patients for surgery, it could not be accepted 
as a permanent state in a patient with this 
trouble. The procedures that do not allow 
the urine to flow into the bladder are un- 
desirable from either the aesthetic or func- 
tional standpoint. In the majority of cases 
ureterocystotomy would be the procedure of 
choice but this may be impossible if the 
ureter is short. An isolated segment of small 
bowel may be used to bridge the gap but 
this requires a rather long surgical procedure 
on the intestinal tract and the possibility of 
attending complications that might go with 
bowel surgery. The use of a full thickness 
flap taken from the wall of the stomach has 
long been used for establishing gastrostomy 
but urologists displayed little interest in the 
procedure until recently. 

The original idea was conceived and dem- 
onstrated on a cadaver by Weller Van Hook, 
a Chicago surgeon in 1893. The following 
year Boari,? an Italian, successfully performed 


*Read before the Section on Urology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


+tFrom the Departments of Urology, Baylor University and 
St. Joseph’s Hospital, Houston, Tex. 


the operation on a dog that was reported 
to be healthy after 4 years. In 1936, Ockerblad 
and Carlson? reported a case managed by 
this procedure and in 1947* they reported 
a favorable follow-up on the same case. This 
was probably the first case reported where 
the procedure was performed on a human. 
Since then numerous favorable reports have 
been reported in the literature. A case re- 
ported by Flocks,5 in 1936, and more recently 
by Burns,* Conger and Rouse,’ and others.® 

This procedure is indicated in any case 
with a short ureter where ureterocystotomy is 
indicated, but only if the ureter is too short 
to be implanted into the bladder without 
undue tension. 


In our 14 cases the lower portion of the 
ureter was altered requiring replacement for 
the following reasons: 

1. Carcinoma of the uterine cervix with 
extension and stenosis of the ureter (3 cases). 


2. Cicatricial contracture and stenosis of 
the ureter following radical surgery for ex- 
cision of carcinoma of the cervix (3 cases, one 
was bilateral). 


3. Lower ureteral calculi, impacted, and 
associated with hydronephrosis and severe in- 
fection (4 cases). 


4. Surgical injuries to the ureter (3 cases). 


5. Severe obstruction, probably a congeni- 
tal stricture with a large hydronephrosis and 
hydro-ureter (1 case). 


A principle that urologists have long ob- 
served but one that has been insufficiently 
stressed is “never anastomose an upper hydro- 
ureter to a lower normal ureter or one of 
lesser caliber.” Figure 1 diagrammatically il- 


lustrates this. In “a” the flow of urine is 
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Obstruction Present. Later Stage with 
Valve Formation 


from a smaller upper ureter into a larger 
lower ureter and in “b” the caliber is uni- 
form. In both instances the segments, if prop- 
erly anastomosed, will not offer obstruction 
at the site of anastomosis. In “c” the flow of 
urine is from the upper hydro-ureter into the 
smaller lower ureter. Obstruction does exist 
at the site of anastomosis of the two segments 
of ureter of different caliber. In a short time 
this obstruction will further distend the upper 
hydroureter eventually creating a “flutter 
valve” at the site of the anastomosis of the 
two segments of ureter. This is illustrated 
by diagram “‘d.” The application of this prin- 
ciple means that cases of long standing 
ureteral obstruction, where it is necessary to 
resect the area of ureteral obstruction, cannot 
be managed by a simple anastomosis of the 
upper hydroureter to the lower ureter of nor- 
mal or smaller caliber. Failure to observe this 
principle will usually be followed by an in- 
crease in the hydronephrosis necessitating 
further surgery, possibly nephrectomy. The 
use of a flap of bladder wall as a substitute 
for the lower segment of ureter has proved 
satisfactory in our experience. In many in- 
stances the lower segment of ureter has been 
lost by trauma and infection, or else is hope- 
lessly distorted by scar tissue and unsuitable 
for continued use as a ureter. 


Certain characteristics peculiar to the blad- 
der are favorable for the successful use of a 
bladder flap in replacing the lower ureter. 
The anatomic structure of the muscularis in 
the bladder wall is such that the direction of 
tension in any portion of the bladder is nearly 
equal in all directions. This decreases unneces- 
sary tensions avoiding distortion, disruption 
and the breaking down of suture lines in cer- 
tain areas. The bladder is noted for its high 
vascularity insuring the fact that portions of 
the flap distal from the base will heal 
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promptly and well, because of the excellent 
blood supply in even the most distal area. 


Technic 


The position of the patient for operation 
is the supine, the same as for any abdominal 
procedure. The genitalia should always be 
included in the surgical preparation so that 
instruments and catheters may be passed in 
and out of the bladder at will without con- 
taminating the surgical field. The procedure 
can be done through a midline incision or 


even through a pararectus one. Oblique in- | 


cisions have been used but are somewhat dif. 
ficult. We usually prepare a Cherney inci- 
sion, cutting both recti and giving excellent 
exposure to the depths of the pelvis. If neces. 
sary one end of the incision can be extended 
upwards in order to give higher exposure to 
the ureteropelvic junction and above. The 
surgery on the ureter in question is always 
done before the bladder flap is taken. After 
the ureter is found it should be dissected 
free and a careful inspection made. In the 
case of obstruction it is necessary to sever the 
ureter above the point of obstruction, the 
lower section of ureter consisting mostly of 
the stenosed or diseased portion of the ureter 
is considered useless and, unless tissue is de- 
sired for microscopic study, is usually left in 
the patient. In cases with ureteral obstruction 
the ureter above the obstruction will be both 
dilated and tortuous. In some cases the tortu- 
osity can be dissected out and the ureter will 
be found to be more than long enough to 
reach to the bladder and can be implanted 


FIG. 2 
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without tension. Figure 2 is a drawing show- 
ing in portion “a” a hydro-ureter secondary 
to an obstruction in the lower ureter. In 
figure 2 “b” and ‘‘c” show the method of 
spatulating the end of the ureter as described 
by Nesbit; “d’ shows the artist’s concept of 
the anatomic relationship of the right ureter 
to the base of the bladder after implantation, 
and “e” is a side view showing the anasto- 
mosis of the ureter to the bladder. 


In cases where the ureter possesses insuf- 
ficient length to bridge the gap left by the 
destruction or removal of the lower ureter, a 
bladder flap may be used. The length and 
width of the bladder flap must be determined 
rather accurately and this can be done by 
measuring the distance from the base of the 
bladder to the cut end of the upper ureter 
with a piece of suture or umbilical tape. Care 
must be taken to see that the material used 
for measuring lies in the normal curves of 
the body and that it is long enough to allow 
for anastomosis of the upper ureter into the 
upper end of the bladder flap tube without 
any degree of tension. The site of the base 
of the bladder flap is carefully selected and 
marked with a scalpel. The width of the 
flap is determined by the size of the lumen 
required. This must, of course, be larger than 
the lumen of the hydro-ureter. In actual prac- 
tice it usually varies 3 to 4 cm. in width. 

The flap is cut with a pair of scissors (Fig. 
3), the bladder is emptied and suction ap- 
plied to keep the urine from filling up the 
bladder. After the flap has been dissected 
away, except at the base, it is converted into 


FIG. 3 
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a tube with through and through No. 00 or 
000 chromic sutures including the mucous 
membrane in the sutures. The mucous mem- 
brane is included in the suturing to avoid 
seepage of blood into the lumen of the tube 
from the submucosal vessels. To ease the 
problem of suturing the bladder flap, it may 
be folded over a small urethral catheter and 
held there with Allis forceps while the su- 
tures are placed. The opening in the bladder 
must then be closed and is usually closed 
with No. 00 through and through chromic 
sutures. Bladder drainage is usually through 
a urethral catheter inserted during the op- 
eration. Large catheters, F. 22 to 26, are 
usually used for this purpose. The created 
tube from the bladder flap is then reflected 
upward and one side is anastomosed to the 
side of the ureter adjacent to it. At this point 
a splint is inserted. We usually use a fairly 
large piece of polyethylene tubing. Depend- 
ing upon the size of the lumen of the ureter, 
the polyethylene tubing will usually be some- 
where between the size of F. 8 and F. 18 
catheter. Extra holes are cut in the tubing 
that enters the renal pelvis and upper ureter. 
It is then measured and cut so that it pro- 
trudes 2 or 3 inches into the bladder, and 
is then passed down into the bladder. We 
usually anchor the tube to the ureter at the 
site of anastomosis with one No. 00 or 000 
chromic suture. This tube serves both as a 
splint and as a form of pyelostomy drainage. 

In one of our cases the bladder flap was 
long enough to extend to just below the 
ureteropelvic junction. It is very important 
that after the ureter is anastomosed to the 
bladder flap the structures be without ten- 
sion, resting firmly against the posterior wall. 
Actually we usually make them a little too 
long so that the ureter and bladder flap tube 
extend somewhat laterally. A Foley catheter 
is placed in the bladder through the urethra 
to provide drainage and is usually left in- 
dwelling for a period varying from 7 to 14 
days. Excessive drainage from the wound is 
to be expected because an attempt is not 
made to create a water-tight suture line and 
drainage is provided. The ureteral splint is 
usually left indwelling for a period of 8 weeks. 
It is then removed, usually in the office, at 
cystoscopy under local anesthesia, by grasping 
the tube with a biopsy forceps. By using 
plastic tubing encrustation with urinary salts 
is reduced considerably. 
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Case Reports 


Records of 14 of our patients with follow- 
up studies will be presented as individual 
very brief case reports. 

Case 1. Mrs. P. S., a 44 year old, white woman, was 
diagnosed as having a squamous cell carcinoma of the 
uterine cervix 10 years before and was treated with 
radium and panhysterectomy. 

She had no further trouble until she developed 
a pain in the right side, chills and fever, and was 
found to have a heavy pyuria. Urologic investigation 
revealed a right hydronephrosis and hydro-ureter ex- 
tending down to a point of obstruction in the ureter 
just above the pelvic brim. A gynecologist stated he 
was unable to find any evidence of recurrence of the 
carcinoma so we assumed that the ureter was stenosed 
by the radium or the previous surgery. 

At operation the hydro-ureter was severed above 
the point of obstruction in the midlumbar area. The 
ureter from there to the bladder was removed to- 
gether with an attached cuff of bladder tissue. A 
bladder flap was then made and converted into a 
tube. It was extended up to the midlumbar area where 
the right ureter was anastomosed to it. 

The pathologist reported that the removed ureter 
contained numerous nests of squamous cell carcinoma, 
probably from a cancer of the cervix. She received 
another course of deep x-ray therapy but it failed 
to help her and her condition slowly deteriorated. 
Nine months later she was found to have an increase 
in the hydronephrosis and a series of dilatations of 
the right ureter was done. 


FIG. 4 
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About 3 years later she developed intestinal ob. 
struction. At operation the intestine was found to 
be obstructed by metastatic carcinoma of the cervix, 
She died shortly afterwards. At autopsy malignant 
cells were found throughout the right ureter, both 
in the bladder flap and the true ureter above. 

Case 2. Mrs. I. C., a 29 year old Negress, was diag. 
nosed as having a carcinoma of the uterine cervix 
and was treated with radium. Later radical pelvic 
surgery was done, removing everything except the 
rectum, bladder and ureters. Three weeks later she 
began passing urine through the vagina and was found 
to have a left ureterovaginal fistula (Fig. 4). Both 
ureters were catheterized with some difficulty and retro- 
grade pyelograms were attempted. She showed bilateral 
hydronephrosis and hydro-ureter secondary to an ob- 
struction in the lower segment of the pelvic ureter, 
She then left the hospital against advice but came 
back several months later in uremia and this time 
was willing to accept urologic advice. 

Bilateral nephrostomies were done as a temporary 
measure to improve renal function. At a later date 
she was operated upon. Both ureters were picked up 
above the point of obstruction and were severed. A 
bladder flap was then drawn up in the midline and 
the two ureters were anastomosed to each side of the 
bladder flap, placing one ureter on each side. 

Figure 5 is a diagrammatic representation of the 
appearance of this case before definitive therapy. 
Both lower ureters are stenotic and tortuous; the 
upper ureters are markedly hydronephrotic. Figure 6 
shows the bladder flap drawn up before being con- 
verted into a tube. It also shows the spatulated ends 
of the two ureters about to be implanted into the 
tube. Figure 7 shows the completed operation with 
the upper hydro-ureters implanted into a single blad- 


FIG. 5 


d 
d 
i”. 


VOLUME 49 BLADDER FLAP URETEROPLASTY—O‘Heeron et al. 1245 


FIG. 6 


weeks. The ureteral splints were left indwelling for 


tube. TI hrost t in- month. 
Figure 8 is a cystogram made 2 months following 
| 


The nephrostomy tubes were removed within 3 operation. An essentially normal bladder outline is 


FIG. 7 FIG. 9 
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FIG. 10 


present with reflux up the right ureter; reflux is not 
seen on the left side. Figure 9 is a retrograde pyelo- 
gram made at the same time showing considerable 
improvement in the previously noted hydronephrosis. 

Figure 10 is a retrograde cystogram made in con- 
junction with an intravenous pyelogram 7 months 
following operation. At this time she was in excellent 
general health and now, 3 years after operation, she 


FIG. 11 


considers herself normal, and excretory urograms re- 
veal a normal upper urinary tract. 


Case 3. Mrs. V.I.B., a 43 year old woman, was 
seen 3 weeks following pelvic operation for removal 
of a cystic right ovary. She was complaining of pain 
in the right lower quadrant and a mass that had 
developed rapidly in the right side. These symptoms 
had been present for one week. 

Figure 11, a left oblique view taken during the 
course of an excretory urogram, shows normal findings 
on the left side and a slight degree of hydronephrosis 
on the right. Figure 12 shows extravasation of dye 
outside the right ureter during an attempt to obtain 
retrograde information. 

At operation the right ureter was dissected down 
to the point of obstruction and severed, leaving a 
12 cm. defect in the lower ureter. A bladder flap was 
drawn up and converted into a tube and anastomosed 
to the upper ureter. The structure was somewhat too 
long so that it bowed laterally a great deal. This later 
gave some trouble in that for the first year post 
operatively she did have recurring attacks of pyuria 
with some clinical infection. For the past two years 
she has been in an excellent state of health. 

Figure 13 shows an intravenous pyelogram made 
2 years after operation and shows an_ essenti 
normal upper urinary tract with slight dilatation of 
the ureter and some bowing of the right ureter 
laterally. 

Case 4. A 65 year old white woman, (R.L.H.), was 
seen 7 weeks following a panhysterectomy, because 
she had been leaking urine from the vagina for the 
past 3 weeks. Investigation revealed a left ureter 
vaginal fistula (Fig. 14). 

At operation the lower segment of the left ureter 


‘ 
{ 
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was found to be useless and the upper hydro-ureter 
was severed above the point of obstruction, that is, 
above the fistula. A bladder flap was drawn up and 
the ureter anastomosed to it. She developed a post- 
operative psychosis that cleared up shortly after re- 


FIG. 14 
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FIG. 15 


turning home. Drainage from the wound continued 
for 6 weeks after operation and then closed spon- 
taneously. The ureteral splint was removed after 8 
weeks. Four months after operation she is in an 
excellent state of health. 


An excretory urogram reveals a normal upper uri- 
nary tract and a cystogram a left ureteral reflux. 
(Figs. 15 and 16). 


1248 


Case 5. Mrs. J.B.W., a 43 year old, white woman, 
was seen because of multiple urinary calculi on the 
right side. She had several small stones in the col- 
lecting system of the kidney and two in the ureter. 


These were removed surgically at one operation. 
Following this she did well, but four and a half 
months later suddenly developed severe pain in the 
right lower part of the abdomen and noticed a 
marked swelling. She was readmitted to the hospital. 
The mass was easily palpable and seemed to be filled 
with fluid. A ureteral catheter was passed up to the 
right ureter and the mass was then easily drained 
of its contents. It was refilled with opaque medium. 


Figure 17 is a retrograde study with two concentra- 
tions of dye showing the outline of the mass and its 
relationship to the right kidney. These also show the 
degree of hydronephrosis that is present. It was 
believed that the mass represented either a cystic 
condition of the ureter or a huge abscess of the 
ureter. 

At operation the sac was found to be thin-walled 
and connected with the ureter at both ends, but at 
the lower end the connection was in the form of a 
valve and could not function satisfactorily. The lining 
was dissected completely and the upper ureter defined. 
It was cut across where it entered the abscess wall. 
A bladder flap was then drawn up, converted into a 
tube and the upper hydronephrotic ureter anastomosed 
to it. Figure 18 is a photograph made in the operating 
room visualizing the completed bladder flap uretero- 
plasty. Recovery from this was satisfactory. Twenty- 
three months later an excretory urogram revealed a 
normal upper urinary tract. 


Case 6. A 28 year old, white woman, was seen 
during the eighth month of pregnancy because of a 
calculus impacted in the lower right ureter. She also 
had a staghorn calculus filling the collecting system 
on the right side. 


FIG. 17 


SOUTHERN MEDICAL JOURNAL 


NOVEMBER 1956 


Because she was having chills and fever and because 
it was impossible to get a catheter by the calculus, 
a vaginal ureterolithotomy was done on the right side. 
The calculus was removed and a F. 8 catheter was 
passed up the ureter and left indwelling until she 
delivered. It was removed at the time of delivery; this 
was about 3 weeks following the operation. She 
continued to have pyuria but was symptom-free, and 
3 months postpartum she was operated upon. 


First the calculus was removed from the right kid- 
ney, and it was found impossible to pass a catheter 
down the right ureter into the bladder. The area 
was explored and found to be encased in dense scar 
tissue. The ureter was then severed above this point. 
A bladder flap was drawn up, converted into a tube 
and then anastomosed to the ureter. A plastic com- 
bination drain and splint were left in for 8 weeks. 
Five years after operation an excretory urogram shows 
the cicatricial changes that usually follow removal 
of a staghorn calculus in the kidney. However, the 
ureter is not dilated. This may be considered to be 
a very excellent result. 


Case 7. C.L.H., a 32 year old, white man, was seen 
because of recurring attacks of chills and fever, and 
pain in the left side of 3 years duration. Examination 
revealed a very large hydro-ureter and hydronephrosis 
secondary to an obstruction in the intramural segment. 
Numerous attempts had been made to dilate this but 
none had produced satisfactory results. 
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The patient was interested in definitive treatment. 
At operation the ureter was severed above the point 
of stricture but was found to be too short to trans- 
plant into the bladder. Therefore, a flap of bladder 
was converted into a tube and the ureter anastomosed 
to it. Aside from excessive urinary drainage from the 
wound for 3 weeks, convalescence was rapid and un- 
eventful. 

An excretory urogram made a year later revealed 
considerable reduction in the size of the hydro-ureter 
and a complete disappearance of the hydronephrosis. 
Seven years later there is still some dilatation of the 
ureter but the hydronephrosis has completely disap- 
peared. He is symptom-free and considers himself 
cured. 


Case 8. A 48 year old, white woman, was diagnosed 
as having a squamous cell carcinoma of the uterine 
cervix two and a half years before. She was treated 
with radium but had developed a recurrence of the 
malignancy. A second course of radium treatment was 
given, followed by radical surgery for removal of all 
the malignancy within the pelvis. The rectum, bladder 
and ureters were left in. 

Urologic investigation revealed a marked hydro- 
nephrosis secondary to an obstruction just below the 
pelvic brim. At operation the ureter was severed above 
the point of obstruction and the lower ureter was 
sent to the laboratory for study. It was found to 
contain numerous nests of malignant cells. The upper 
hydro-ureter was then anastomosed to the bladder flap 
with an indwelling splint and catheter. Her recovery 
was slow and infection continued to plague her and 
she did not respond to the treatment given. Within 
7 months after operation she developed a markedly 
increased hydronephrosis that was infected. The right 
kidney was removed. She now has generalized carci- 
nomatosis and the prognosis is extremely poor. 


Case 9. Mrs. S. P., a 52 year old, Negress, was diag- 
nosed as having a squamous cell carcinoma of the 
uterine cervix 8 months before. 


Urologic consultation was requested because of 
pyuria, and investigation revealed a large left hydro- 
nephrosis with an obstruction in the midpelvic ureter. 
A gynecologist felt she might be cured of the carci- 
noma so she was operated upon. The left ureter was 
picked up above the point of obstruction and severed. 
A bladder flap was made, converted into a tube and 
the ureter anastomosed to it. 

Infection continued to bother this woman. She de- 
veloped an increasing amount of pain in the left 
side and 3 months later a left nephrectomy was done. 
Later she died of carcinomatosis outside of the hos- 
pital. An autopsy was not obtained. 


Case 10. Mrs. N. T., a 63 year old, colored woman, 
was seen because of pain in the right side, chills, 
fever and pyuria. Investigation revealed a marked 
tight hydronephrosis secondary to an obstruction just 
above the pelvic brim. She had received both radium 
and surgical treatment for carcinoma of the cervix 
17 months before we saw her. 


At operation the ureter was severed above the point 
of obstruction and a bladder flap was drawn up and 
anastomosed to the ureter with a splint and drainage 
tube. Recovery was rapid and uneventful. Three years 
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and two months later she shows a Grade I hydro- 
nephrosis that is asymptomatic. She has a few pus 
cells in her urine but is symptom-free. 


Case 11. C. B., a 67 year old, white man, was seen 
because of renal colic on the right side and was found 
to have a calculus in the lower right ureter. All 
attempts to pass a catheter beyond this failed. 

At operation the calculus was found to have eroded 
through the ureter producing a marked _periureteritis 
and stenosing the ureter from the intramural segment 
to 4 cm. above this. The ureter was severed well above 
this point in order to obtain a healthy section of 
ureter. Recovery from this was rapid and uneventful. 
He now considers himself in an excellent state of 
health. Two and a half years following operation his 
excretory urogram was normal. 


Case 12. Mrs. A. F., a 54 year old, white woman, 
was found to have a carcinoma of the cervix Il 
months before we saw her. She was treated with 
radium, but 11 months later she sought relief for pain 
in the right side and pyuria. 

Urologic investigation revealed a hydronephrosis sec- 
ondary to an obstruction just below the pelvic brim. 
At operation the ureter was severed above the point 
of obstruction, a bladder flap was drawn up, con- 
verted into a tube and the ureter anastomosed to it. 
Recovery was rapid and uneventful. Four years later 
an intravenous pyelogram reveals a slight hydro- 
nephrosis but she is asymptomatic. 


Case 13. Mrs. P. D., a 38 year old, white woman, 
was seen because of severe renal pain on the left and 
was found to have a long calculus impacted in the 
lower left ureter. This was associated with a great 
deal of infection and the obstruction was complete. 


Operation for removal of the calculus revealed the 
ureter to be involved in a periureteral infectious 
process due to erosion of the stone through the ureteral 
wall. After removing the stone it was noted that the 
ureteral wall was badly infected and friable, and it 
was feared it would become stenosed. Therefore, the 
ureter was sectioned well above this area, a bladder 
flap was drawn up, converted into a tube and the 
ureter anastomosed into it. Recovery was rapid and 
uneventful. Eight years later she is symptom-free and 
a recent set of urograms reveal a normal upper urinary 
tract. 


Case 14. Mrs. E. W., a 42 year old, white woman, 
was seen 3 weeks following abdominal laparotomy for 
removal of the left ovary because of cystic disease. For 
the past 10 days she had been passing urine through 
the vagina. Investigation revealed a left ureterovaginal 
fistula. 


At operation the left ureter was found to be mod- 
erately dilated; it was dissected free and sectioned 
above the point of obstruction. A bladder flap was 
then drawn up, converted into a tube and the ureter 
anastomosed to it. The area was splinted for 8 weeks. 
Recovery was rapid and uneventful. Nine years after 
the operation an excretory urogram was normal. The 
patient considers herself well and healthy. 


Discussion of Cases 


In three of the cases the cause of the ob- 
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struction in the ureter was carcinoma involv- 
ing the lower ureter. In all the carcinoma 
recurred, causing an increase in the stenosis 
of the ureter and an increase in the hydro- 
nephrosis. Infection and pain necessitated 
continued treatment in all 3 cases. One case 
was managed by ureteral dilatations, the other 
2 by nephrectomy. 


Following radical surgery for malignancies 
of the pelvis, cicatricial changes may contract 
and stenose the ureter completely or to a 
lesser degree. Three of our cases fall into 
this class including the one bilateral case. All 
of these cases had radical operations and all 
apparently have had the malignancy eradi- 
cated. We expect a good result in this type 
of case and have obtained it in these indi- 
viduals. 


The role of a calculus in the lower ureter 
damaging the ureter is well known. The 
ureter is perforated, periureteritis develops 
with actual infection of the ureteral walls. 
In some cases this will result in a stricture. 
In our cases we simply excised the lower 
ureter and repaired it with a flap of bladder. 
There were 4 such cases. Three of our cases 
had had surgical injuries of the ureter which 
were not discovered until later when symp- 
toms or something unusual developed, such 
as a ureterovaginal fistula. In some of these 
cases a sufficient degree of hydro-ureter and 
amount of tortuosity may develop to allow 
reimplantation of the ureter into the bladder 
without using a bladder flap. These three 
did not. 


Summary 


The use of a bladder flap for replacing 
the lower portion of one or more ureters is 
a sound surgical procedure, giving excellent 
results in properly selected cases properly 
handled. 


In our series of 14 cases 3 may be con- 
sidered as failures. All of them had carcinoma 
in the ureter and it recurred after the uretero- 
plasty was done. One patient required only 
ureteral dilatation but the other two with 
active carcinoma developed pain and infec- 
tion secondary to the increasing hydronephro- 
sis and nephrectomy was done. All developed 
carcinomatosis later. In cases where the ureter 
is obstructed by carcinoma it is obviously a 
mistake to attempt much reconstructive sur- 
gery because the carcinoma is certain to re- 
cur and to again obstruct the ureter. 
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This operative procedure should be con. 
sidered in all cases where there is need for 
substituting for the lower portions of one or 
more ureters. We are reporting what we be. 
lieve to be the first case of bilateral hydro- 
ureters implanted into a single bladder flap 
tube. 

Conclusions 


1. To some extent due to early radical 
surgery for carcinoma, we are facing the 
problem of lower ureteral obstruction more 
frequently. 


2. Bladder flap ureteroplasty is superior 
to nephrectomy or any method of urinary 
diversion in properly selected cases. 

3. Utilization of this technic is encour. 
aged when the ureter is too short for uretero- 
neocystostomy and the bladder is essentially 
normal. 


4. It is applicable to unilateral or bilateral 
ureteral obstructions. 


5. Ureteral reflux usually occurs in vary- 
ing degrees but has resulted in no morbidity 
in our series. 


6. Bladder flap ureteroplasty is neither 
technically difficult nor excessively time con- 
suming. 

7. Postoperative ureteral dilatations are 
rarely necessary. 


8. Although the procedure is most ap- 
plicable in defects of the lower ureters of not 
more than 10 cm. in length, we have replaced 
as much as 20 cm. with a bladder flap. 
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Discussion (Abstract) 


Dr. Samuel K. Cohn, Birmingham, Ala. 1 wish © 
compliment Drs. Fish, O’Heeron and Rape for their 
excellent presentation and their splendid results ip 
replacing the distal end of the ureter. Their manage 
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ment of some 14 cases allows them to speak with 
some authority concerning this so-called Ockerblad 
procedure. 

We have used the bladder flap method in only 
3 cases on the urological service at the Medical Col- 
lege of Alabama and in our private practice. Our 
results in this limited series have not been too satis- 
factory. I should add, however, that our patients were 
not too well selected to fairly appraise the procedure. 
In all 3 instances we were carrying out a more or 
less “last ditch stand” to salvage the upper urinary 
tract. Each of our patients had an ureterovaginal 
fistula of long standing. These 3 patients also had 
one or more previous unsuccessful attempts of repair, 
and, obviously, all were handicapped by much scar 
tissue reaction and infection. In our cases, neverthe- 
less, the ureterovaginal fistulas were satisfactorily 
healed, but postoperative dense strictures of the re- 
placed segments occurred. In one patient we were 
never able to dilate the strictured area and a non- 
functioning kidney subsequently resulted. In the other 
two we have been successful in maintaining the 
patency of the transplanted ureters only by intermit- 
tent dilatations. Our intubation tubes were left in 
place for a maximum of only 21 days and one might 
speculate whether our results would have been better 
if intubation had been maintained for a longer period. 


We were indirectly associated with a fourth case 
that had a more favorable outcome. The operation 
was done in a small community in Alabama by a 
general surgeon. He had accidently divided the left 
ureter and had unintentionally dissected away the 
distal end of this ureter during a complicated pelvic 
operation in a woman. The divided ureter would not 
reach the bladder for satisfactory simple reimplanta- 
tion, He telephoned me primarily to seek support 
for his decision to ligate the remaining proximal end 
of the ureter. I tried, as I feel most of us would, 
to discourage ligation of the ureter and, among my 
very limited thoughts, it occurred to me that the 
bladder flap technic might be applied in this case. 
Following a brief description of the essential steps, I 
frankly thought that my suggestions would be ignored 
and the doctor would still ligate the ureter as he 
had planned or do a cutaneous ureterostomy. Some- 
what to my surprise, he carried out the repair and 
the patient had a marvelous result. An intravenous 
urogram done recently, two years following the opera- 
tion still showed no evidence of obstruction or dila- 
tation. 


This patient, unlike our cases, had several ideal 
qualifications for a successful plastic repair including 
healthy tissues, no prior damage or dilatation of the 


upper urinary tract and absence of scar tissue and 
infection. 


Dr. Fish illustrates the versatile nature of the blad- 
der flap maneuver by showing us the desirable results 
of his varied problem cases. This is particularly well 
demonstrated in the case where both ureters were 
satisfactorily implanted into one bladder flap and 
in the case where a relatively large length of ureter, 
from as high as the midlumbar region just below the 
uretero-pelvic junction, was replaced. One wonders 
just how much of the ureter can be reconstructed by 
this or any other method. 
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Dr. Fish and his associates have recommended to 
us a practical solution for a sometimes frustrating 
and difficult complication involving the ureter. The 
bladder flap operation has definite merit in replacing 
the diseased or injured distal ureter and should be 
considered, when indicated, in our continual campaign 
to preserve the upper urinary tract. 


Dr. Hjalmar E. Carlson, Kansas City, Mo. In 1936, 
Dr. Ockerblad, with me as assistant, operated upon a 
patient with a ureterovaginal fistula intending to 
transplant the ureter to the dome of the bladder. At 
operation the ureter was found to be too short. At 
that time I was engaged in writing a book entitled 
The Human Ureter and had been reading articles in 
journals both commonly read by urologists and those 
not commonly read by them. In this survey of the 
literature I had read an article in the Proceedings of 
the Society for Experimental Biology and Medicine 
which had described the use of a bladder flap for re- 
construction of the ureter in the dog. The names of a 
fine Southern urologist and our good friend, Ver- 
mooten, were among the authors of that article. This 
was the procedure used in the operation in 1936. Dr. 
Ockerblad and I wrote an article entitled, “The Surgi- 
cal Treatment of Ureterovaginal Fistula,’ which was 
published in 1939; the use of the bladder flap was de- 
scribed in this article. The 10 year follow-up of this 
case was given by Dr. Ockerblad in 1947. 


Recently Robert A. Burns of California, reported 
the operation in man and stated that operations on 
dogs had been done by Boart in 1894, by Demel in 
1924, by Spies, Johnson and Wilson in 1932, and by 
Spies, Vermooten and Wilson in 1933. In a recent 
article Conger and Rouse, in reporting two cases in 
man, found that the operation had been reported 23 
times in the foreign literature and twice in the Ameri- 
can literature. The bladder flap was first used in 
man by Baiden in 1926 although an operation on a 
cadaver had been done by Van Hook in 1893. 


In my own practice ureterovaginal fistulas are not 
common and I cannot allude to such a series as that 
presented today by Drs. Fish, O’Heeron and Rape. 
It is indeed an excellent series well presented. I have 
found it necessary to use the procedure in one addi- 
tional case. A splinting catheter was used and the 
result was excellent. Including this case and those 
reported today it would appear that there are now 
24 reported cases in the American literature. 


On occasion it may be necessary to combine the 
use of the bladder flap with ureterolysis or with 
nephrolysis. After the kidney has been freed a 
nephropexy is done fixing the kidney in a position 
lower than that usually occupied. In this way several 
additional inches can be gained. The procedure is 
not ideal but may save a kidney which otherwise 
would be removed. I might go a step further and 
suggest that if needed a longer bladder flap can be 
constructed by cutting the bladder in a spiral fashion. 
By this means almost the entire bladder could be 
used in the construction of the flap. The regenerative 
powers of the bladder are well known and this pro- 
cedure of a spiral bladder flap should be of limited 
but practical value. 
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Midfacial Fractures* 


NOVEMBER 1956 


TRUETT BENNETT, M.D.,¢ Atlanta, Ga. 


One of the not infrequent results of automobile accidents are fractures of the facial bones. 
Their early recognition and proper treatment are urged by the author. 


MIDFACIAL FRACTURES, seen rather infrequent- 
ly in the past, are frequent in this twentieth 
century machine age. Part of the toll progress 
exacts, their numbers continue to increase 
and to parallel the increased usage of all 
types of machines, both in industry and by 
individuals. With the increasing number of 
midfacial injuries, and with a public keenly 
aware of medical progress and expecting 
perfect results in such cases, this is a subject 
of timely interest. The purpose of this paper 
is to outline and review the basic principles 
involved in treating fractures of the midfacial 
region, not necessarily for the benefit of the 
maxillofacial surgeon, but mainly for the 
benefit of the doctor who has the responsi- 
bility of being the first to see the patient and 
to recognize the lesion. 


The term “midfacial fractures” is used 
here to include all fractures of the zygoma 
(malar bone), zygomatic process of the tem- 
poral bone (zygomatic arch), and the maxilla. 

The midfacial region may be thought of as 
an anatomical unit that is attached to the 
rest of the skull by the zygomatic arch lateral- 
ly, the pterygoid process of the sphenoid 
posteriorly, the lateral and medial walls of 
the orbits, and the ethmoid labyrinth superior- 
ly, and the junction between the frontal pro- 
cesses of the maxilla and the nasal bones with 
the frontal bone anteriorly (Figs. 1 and 2). 
The cranial cavity is in close relationship 
superiorly, and the dura over the cribriform 
plate is not infrequently torn with resulting 
rhinorrhea and occasionally meningitis. 

Healing of facial fractures is rapid be- 
cause of the excellent blood supply, or at 
least the fragments become fixed by osteoid 
tissue early in the process of healing, so that 
reduction becomes increasingly difficult after 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


we the Ponce de Leon Eye and Ear Infirmary, Atlanta, 
a. 


the first week. From about two weeks after 
injury, one cannot rely on traction alone to 
change the position of a fragment until the 
osteoid union has been separated by manipu- 
lation or by open reduction. ‘Treatment 
should be carried out as soon after the in- 
jury as is practical, but should be done as a 
scheduled procedure after the patient has 
been properly prepared, adequate x-ray films 
have been taken, and the situation has been 
studied. The principles of treatment of facial 
fractures have the following objectives in 
view: restoration of normal contours, pre- 
vention of diplopia, restoration of dental oc- 
clusion, and prevention of limitations in 
movements of the mandible. 

The presence of facial fractures in most 
cases is readily recognized by the gross de- 
formities that are usually present. On the 
other hand, serious facial fractures are often 


FIG. 1 


Anterior view of “midfacial unit.” 
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FIG. 2 
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process 


Sagittal and lateral views of ‘‘midfacial unit.” 


obscured by swelling and discoloration and 
are not suspected until after some time has 
elapsed. This is especially true in the patient 
who has received major injuries to other 
parts of his body to which a great deal of at- 
tention has necessarily been paid. In evalu- 
ating a patient with injuries to his face, at- 
tention should be directed toward the presence 
of the following cardinal signs of facial frac- 
tures: malocclusion, diplopia, trismus, and 
deformity of facial contours. 


Fractures of Zygoma and Zygomatic Arch 


The zygoma, also known as the malar bone, 
forms the malar prominence, the lateral part 
of the maxillary sinus, and parts of the in- 
ferior and lateral walls of the orbit. It artic- 
ulates posteriorly with the sphenoid, superior- 
ly with the frontal, medially with the maxilla, 
and laterally with the zygomatic process of 
the temporal bone. The zygomatic process 
of the temporal bone forms the zygomatic 
arch. 


There are three types of fractures that fre- 
quently involve this unit. 

I. Medial depressions of the zygomatic 
arch 

Il. Fracture-dislocations of the zygoma 

III. Comminuted fractures of the zygoma 
with depression of the floor of the 
orbit 


I. Fractures of the zygomatic arch (Fig. 3) 
are frequently seen on routine x-ray studies, 
but do not need attention unless there is 
flattening of the contours or limitation of 
movement of the lower jaw. As the jaw opens 
normally the coronoid process of the man- 
dible moves forward medial to the zygomatic 
arch. When the arch is displaced medially it 


FIG. 3 


Depressed fracture of zygomatic arch. 
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Fracture—dislocation of zygoma. 


interferes with this movement of the coro- 
noid process and there is an inability to com- 
pletely open the jaw. In treating this type of 
fracture the most frequently successful method 
is the temporal approach. An incision is 
made just within the hairline under a general 


anesthetic. This is carried down to the 
temporal fascia; this is incised and a heavy 
elevator is inserted between the fascia and 
the underlying muscle until the elevator lies 
medial to the zygomatic arch. The depressed 
fragments are then elevated laterally. As a 
rule, they will stay in correct position with- 
out mechanical support, but for security a 
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protector may be constructed of dental com. 
pound and taped over the arch. The key to 
success in doing this procedure is to be cer- 
tain the elevator is inserted in the correct 
plane, i.e., between the temporal fascia and 
the muscle. 

II. Fracture-dislocations of the zygoma 
(Figs. 4 and 5) may also be reduced by the 
temporal approach, but are more easily treat- 
ed by making a small incision intra-orally in 
the mucosa under the depressed fragment and 
manipulating it into position by means of a 
heavy elevator inserted through the mucosal 
incision. 

III. In cases of comminuted fractures of 
the zygoma (Figs. 6 and 7) with depression 
of the floor of the orbit, there is often con- 
siderable periorbital swelling which prevents 
accurate palpation of the bony contours. 
When the inferior orbital rim is palpable, 
however, the diagnosis is made by observing 
its depression inferiorly and __ posteriorly. 
Sometimes the eye may be seen to be defi- 
nitely lower on the injured side and there 
may be a diplopia. X-ray studies (Water's 
view) are sometimes necessary to establish the 
diagnosis, and are especially valuable in de- 
termining the extent of depression. 

In treatment of this type of fracture, I 
agree with Fitz-Hugh’ and McLemore? that 
the transantral approach is the procedure of 
choice. It is a direct, relatively simple ap- 
proach in which not only the fragments may 
be properly positioned and the elevation of 


FIG. 5 


Fracture—dislocation of zygoma, (A) before and (B) after treatment. 
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Comminuted fracture of zygoma with depression of the 
floor of the orbit. 


the floor of the orbit made certain, but also, 
the antrum may be cleared of loose fragments 
and clots, and drainage for the injured sinus 
provided for by an intranasal antrostomy. 
A sublabial incision is made as for a Cald- 
well-Luc operation. The antrum is entered 
and an opening is made large enough to in- 
sert a finger. After the blood clots are suc- 
tioned out, a finger is inserted and the walls 
of the antrum explored. It will usually re- 
quire some sort of heavy elevator, such as a 


FIG. 7 


Comminuted fracture of zygoma. 


large sized urethral sound, to lift up the in- 
ferior orbital rim and break up the impac- 
tion. After this is done, the fragments are 
molded into position and an_ intranasal 
antrostomy is made. The antrum is then 
packed tightly and one end of the packing 
sutured into the sublabial incision. After 
about ten days, the packing may be removed 
in the office as an outpatient procedure. 


Fractures of the Maxilla 


Fractures of the maxilla may be classified 
as complete or partial. In the complete frac- 
tures an entire block of both maxillae is sep- 
arated from the skull, whereas with partial 
fractures the main structure of the maxilla 
remains intact and only a small section is 
fractured loose, such as a section of the 
alveolar ridge. The latter type of fracture 
may be treated by horizontal wiring, but the 
best immobilization is obtained with an arch- 
bar splint. If there is inadequate fixation, 
necrosis of the bone and loss of teeth are 
likely. 

The complete fractures may be classified in 
general as, (1) high transverse, (2) central 
circular (Fig. 8), and (3) lower transverse 
fractures. Many variations occur, such as 
localized crushing and a separation of the 
two maxillae in the midline, but in general 
most of the complete fractures will fall into 
one of the three categories. On physical ex- 
amination, there may be a “dish-face” de- 
formity as a result of posterior displacement 
of the maxillae, elongation of the face, and 
almost certainly a malocclusion with an open 
bite. As a rule, the upper jaw will be freely 
movable, and if the maxillae are separated 
sagitally, the two halves will move independ- 
ently of each other. These fractures are the 
result of considerable force, and may be as- 
sociated with basal skull fractures or frac- 
tures through the cribriform plate. Thus the 
patient should be examined for cranial nerve 
palsies, otorrhea and rhinorrhea. A rhinor- 
rhea in itself need not indicate a delay 
in reduction of the fracture. In fact, proper 
reduction will tend to release tension on the 
torn dura and facilitate healing. Rhinor- 
rhea may also be caused by a depressed frac- 
ture of the posterior plate of the frontal sinus 
and this possibility should be ruled out, as 
it would require surgical exploration of the 
sinus. 
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FIG. 8 


A complete fracture of maxilla (A) before and (B) after application of Winter splints. Note the improvement in position 


produced by establishing dental occlusion. 


In treating these fractures, one of the basic 
objectives is to establish correct dental oc- 
clusion. This is best done by the use of arch- 
bar splints such as the Winter splint (Fig. 8). 
These are appliances of malleable metal that 
are molded to fit the contour of the dental 
arch and secured by wires around the teeth. 
There are “lugs” on the splints to which small 
rubber bands are attached to hold the lower 
jaw in occlusion with the upper jaw. If a 
great deal of manipulation is not necessary, 
the splints may be applied under local anes- 
thesia, and if the patient cannot be moved 
because of other injuries, they may be ap- 
plied at the bedside. In case of a lower 
transverse fracture of the maxilla, this may be 
all that is necessary for immobilization. 


If the arch-bar splints do not position and 
immobilize the maxilla adequately, upward 
traction may be applied in several different 
ways. A well-applied head cast (Fig. 9) 
offers points of attachment for traction, and 
with incorporation of wire loops and various 
other metal appliances that are on the market, 
great versatility is gained in being able to 
control and vary the direction of traction. 
The traction is produced by rubber bands 
attached inferiorly to wires that lead from 
the dental splint through the soft tissues of 
the cheek to the surface of the cheek, and 
superiorly to the attachments of the head 
cast. The upward traction should not be 


too strong because of the possibility of caus- 
ing a shortening of the face.* 

The head cast has the disadvantage of 
being cumbersome and sometimes unpleasant 
to the patient, and because of this many 
surgeons prefer to use internal wire supports. 
Kanthak* advocates this and attaches the 
wires superiorly to the zygomatic arch and 


FIG. 9 


A head cast with traction applied to a fractured maxilla 
and a comminuted nasal fracture. 
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inferiorly through the buccogingival fold to “tool.” With the use of arch-bar splints, the 
the arch-bar splint. head cast, and transantral reduction of com- 
Adams® does an open reduction on sepa- minuted fractures into the antrum, most 
rated fragments and supports the lower midfacial fractures can be satisfactorily treat- 
blocks by wires from the teeth to the infra- ed without the use of internal wiring or wire 
orbital rim. poms. 
Good immobilization of transverse frac- 
tures through the orbits may be obtained by The pathology, diagnosis, and treatment 
open reduction and direct wiring of the of midfacial fractures have been discussed. 
lateral orbital rims as described by Gill.6 It There are many different approaches to the 
is particularly important not to allow separa- management of these fractures, especially 
tion of fracture lines through the lateral those of the maxilla, but the basic aims re- 
orbital rims because of the frequent com- main the same. One should not depend on 
plication of diplopia that occurs when that routines, but should individualize each case 


Summary and Conclusion 


happens. and use the methods with which he has had 
Another useful procedure is the use of Xperience. 
Kirschner or similar type wire pins inserted References 
thro gments of the bones, especiall 1. Fitz-Hugh, G. S.: Personal communication. 
ugh frag P 2. C. S.: Fractures of Facial Bones, Ann. Otol. 
when there is separation of the two maxillae Rhin. & Laryng. 61:242, 1952. 
P 3. Brown, J. B., Fryer, M. T., and McDowell, F.: Internal 
n sagittally. Wire Pin Fixation for Fractures of Upper Jaw, Orbit, 
Zygoma, and Facial Crushes, Plast. & Reconstruct. 
I would like to emphasize that the head Surg. 9:27 :276, 1952 
4 t ct 
Us- cast is not exceedingly unpleasant to the 
patient if it is applied carefully, and be- iliam: 
15 6. Gill, William D.: Fractures of the Facial Bone, An 
of cause of its versatility it is a very useful Otol. Rhin. & Laryng. 46-228, 1946. * 
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The Management of the 
Hypertensive Patient’ 


JOSEPH C. EDWARDS, M.D.,f St. Louis, Mo. 


The new antihypertensive drugs often have to be used in combinations to 


get the full and satisfactory effect. 


THE ADVENT OF THE NEWER DRUGS for reduc- 
tion of blood pressure has made the manage- 
ment of the hypertensive patient more satis- 
factory and yet more exacting than ever be- 
fore. Despite the success of derivatives of 
Rauwolfia serpentina in the milder and in 
the fluctuating types of hypertension, their 
use is not without some danger. Severe de- 
pression has occurred in three of our 69 pa- 
tients who were treated with Rauwolfia ser- 
pentina products for several months either 
alone or in combination with other drugs. 
The three with the severe depression were 
taking reserpine only when the depression oc- 
curred. One patient subsequently received 
electric shock therapy when she failed to re- 
cover sufficiently on withdrawal of reserpine. 
There was a previous history of some anxiety 
in two of the three patients. Schroeder’ has 
not found a prior history of depression among 
the patients in his group who developed de- 
pression on such therapy. 


We still attempt to help in the adjustment 
of the patient to environmental situations. 
Phenobarbital or similar mild sedatives are 
given over a period of weeks or months be- 
fore starting the patient on Rauwolfia deriva- 
tives. Frequent blood pressure determinations 
are made with the patient in the sitting, 
standing and reclining positions. The finding 
in the latter is recorded after five to ten min- 
utes rest at a fairly constant time in relation 
to the previous dose of ganglionic blocking 
agent when such is administered orally. 


Seventy-one hypertensive patients were 
studied over a three month to a three year 


*Read before the Section on Medicine, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 

+From the Department of Internal Medicine, Washington 
University Medical School and the Hypertension Clinic, St. 
Luke’s Hospital, St. Louis, Mo. 


period after careful history and examination 
as will be outlined below. Those patients 
without serious cardiac, renal or cerebrovascu- 
lar complications were treated at the office 
after careful instructions about the pharma. 
cology of the drugs. 

Twelve of 23 patients on Rauwolfia prod. 
ucts alone failed to get good control of blood 
pressure. Five required the addition of both 
hydralazine and pentolinium and three re. 
quired either hexamethonium chloride or 
pentolinium. 

Dosage Used 


The average dose of Rauwolfia serpentina 
was 0.25 mg. reserpine once or twice daily or 
50 to 100 mg. of the crude Rauwolfia extract 
once or twice daily. The average dose of 
hydralazine was 25 to 50 mg. four to five 
times daily. The average dose of hexamethon- 
ium chloride, orally, was 125 to 250 mg. five 
times daily and of pentolinium it was 20 to 
40 mg. four times daily. In severe cases this 
dose had to be increased two or four times 
the average amount in combination with 
hydralazine and/or reserpine. In some cases 
a ganglionic blocking agent plus hydralazine 
was necessary to control the blood pressure 
level and cause reversal of the retinal exudates 
or papilledema, and at times reserpine was 
added to hydralazine and/or hexamethonium 
or pentolinium. 


Mode of Action 


Rauwolfia Serpentina. Reserpine acts on 
the posterior hypothalamus or some pathways 
in that area causing inhibition of central 
sympathetic paths.? Some sedative effect i 
noted. There are no serious side effects in the 
majority of patients but occasionally mental 
depression, anxiety or other nervous reaction 
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may necessitate withdrawal of the reserpine 
if stimulants of amphetamine-like drugs fail 
to help. 

Three to seven days are required for ef- 
fects to appear. Dosage varies from 0.25 mg. 
of reserpine fraction to 50 to 100 mg. of the 
whole root extract, one to three or more times 
daily. 

It is useful alone in mild or early hyper- 
tension, and in more severe stages of hyper- 
tension, in combination with hydralazine or 
ganglionic blocking agents. It is continued 
after gradual withdrawal of the other drugs 
after a year or so of control of severe hyper- 
tension. 

Reserpine may, because of relative para- 
sympathetic overactivity, aggrevate pre-exist- 
ing duodenal ulcer or mucous colitis accord- 
ing to Schroeder. 

Veratrum Viride. Effective hypotensive 
agent but toxic and therapeutic doses are too 
similar to allow constant hypotensive effect 
without nausea or vomiting. Some moderately 
severe hypertensives are maintained on vera- 
trum preparations plus Rauwolfia. 

Protoveratrine, a mixture of A and B, acts 
on the carotid sinus and body receptors ap- 
parently through a reflex action via the gloss- 
opharyngeal nerve or vasomotor center on the 
medulla.? This results in a slow pulse, fall in 
blood pressure, and, with full dosage, nausea 
and vomiting secondary to parasympathetic 
stimulation or direct action on cells of the 
nodosa ganglion. 

Schroeder states that “when the methonium 
compounds cannot be tolerated or when par- 
tial organic obstruction to a hollow organ, 
especially of the gastrointestinal tract, may be 
complete or subtotal by reason or parasym- 
patholysis, protoveratrine may be substituted 
with good results.”? Patients with prostatic 
obstruction or symptoms of retention, intes- 
tinal distension, or glaucoma are not consid- 
ered satisfactory for treatment with ganglionic 
blocking agents until such conditions are re- 
lieved. 

Hoobler® prefers a schedule of reduced 
dosage, starting with a larger dose and smaller 
succeeding doses, limited to five hours in the 
early part of the day. Wilkins feels that vera- 
trum will cause less nausea and vomiting if 
given with Rauwolfia.t5 
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Tolerance to ganglionic blocking agents or 
hydralazine may occur when they are re- 
administered after one or more periods of 
withdrawal. The dose of pentolinium is 
about one-fifth that for hexamethonium. It 
varies from 20 mg. to 100 mg. (or even 500 
mg. in unusual cases) three to five times daily. 
Less is required in presence of renal in- 
sufficiency. Sudden withdrawal should be 
avoided. 

Hydralazine. Hydralazine relaxes con- 
stricted vascular smooth muscles and antag- 
onizes humoral pressor agents according to 
Schroeder.*? This drug is effective in many 
moderately severe hypertensive patients but is 
best used in combination with a ganglionic 
blocking agent, pentolinium or hexamethon- 
ium, especially in severe and malignant or ac- 
celerated hypertensives. 

Hydralazine lowers blood pressure without 
lowering renal plasma flow and may increase 
it. Because it also increases cardiac output, 
Hoobler and Wilkins hesitate to use it in pa- 
tients with angina.*+ It may cause angina in 
some and decrease it in others with hyper- 
tension. 


The worst toxic effect, aside from headache, 
if used alone, is the occurrence of a systemic 
lupus erythematosis or rheumatoid syndrome 
in about 10 per cent of patients. If hydrala- 
zine is promptly discontinued, the condition 
returns to normal, but a new disease may be 
created if hydralazine is continued in these 
patients. This was not a permanent change in 
three of our patients in whom joint swelling, 
fever and positive cephalin cholesterol floccu- 
lation liver function tests occurred. Positive 
L.E. cell tests have been described.-1° 

Hexamethonium. Ganglionic blocking 
agents such as hexamethonium and pento- 
linium block nerve transmission at the auto- 
nomic ganglia. 

Toxic reactions to hexamethonium are 
those due to autonomic paralysis, dryness of 
the mouth, diminution of gastric acid and 
sweat, diminished activity of the intestines, 
bladder and genitourinary tract muscles with 
disturbance of ejaculation in some male pa- 
tients. Paralysis of the muscles of the iris and 
lens with disturbance in accommodation may 
occur. There have been reported a few in- 
stances of interstitial pulmonary fibrosis.7:8.41 
Ganglionic blocking agents, hexamethonium 
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or pentolinium, may cause postural hypo- 
tension. If too large an amount or uneven 
absorption occurs due to constipation, syncope 
or paralytic ileus may result.? 

Pentolinium. As a ganglionic blocking 
agent, pentolinium has some advantages over 
hexamethonium. There is less constipating ef- 
fect, especially after the first weeks, and as yet 
no pulmonary changes have been reported in 
patients on pentolinium. Ganglionic blocking 
agents rarely control severe hypertension 
evenly unless hydralazine and/or Rauwolfia 
are used with it. The former are not needed 
for mild or moderately severe hypertensives. 
McMichael and Murphy also consider pento- 
linium the ganglionic blocking agent of 
choice.!2 It may require only three or four 
doses per day. 

Mecamylamine (Inversine), a new gang- 
lionic blocking agent is almost totally ab- 
sorbed orally, and requires 1 to 5 or 10 mg. 
two to four times daily. Side effects are similar 
to those with pentolinium. 

Potassium Thiocyanate. Potassium thiocy- 
anate is still of some value in treating hyper- 
tensives with intractable headaches, but in 
general it is too toxic for long use, even with 
careful determinations of blood levels of the 
drug. It is not used for the practical, long- 
term management of hypertensives. 


Plan for Therapy 


The diagnosis of essential hypertension is 
established. 

Mild or Fluctuating Hypertension. Systolic 
blood pressure 150 to 180 mm. Hg. and dia- 
stolic 95 to 110 mm. Hg. with lower levels or 
occasional normal levels (110 to 140 systolic 
and 70 to 90 diastolic) obtained, with normal 
urine, blood N.P.N. or B.U.N. and I.V. P.S.P. 
tests, make up this group.'* 

“Reserpine will control about one-half 
these cases; in the remainder, hydralazine 
(75 to 200 mg. per day) may be necessary. 
Protoveratrine is not advocated because of ir- 
regular effect.” (Schroeder)? 

Some of these may require no more than 
thorough investigation to exclude other rea- 
sons for hypertension, and then reassurance, 
help in adjusting to environmental situations 
and to their own capabilities. 


Moderate Hypertension. These are pa- 


tients with consistently elevated levels of 


SOUTHERN MEDICAL JOURNAL 


NOVEMBER 1956 


blood pressure except when they are under 
heavy sedation. Schroeder? states that in § 

II, “serious secondary or other sclerotic com. 
plications may or may not be present. If so, 
30 to 40 per cent may be dead in three years, 
Reserpine and hydralazine (300 to 400 mg. 
per day) will control about half of these cases 
eventually; the remainder will require the 
addition of ganglionic blockade. With time 
these patients may exhibit reversal of the 
process and marked reduction of dosage; in 
two or three years a majority can be main. 
tained on reserpine alone and a few will be 
in a complete but possibly temporary re. 
mission.” 

Protoveratrine, 1 to 2 mg. before breakfast, 
0.5 to 1 mg. at 11:00 A.M. and 0.5 mg. to 2 
mg. at 4:00 or 5:00 P.M. will control some 
moderately severe hypertensives fairly well if 
combined with Rauwolfia. 

Moderately Severe to Severe Hypertension, 
These patients have reduced but adequate 
renal function, ocular fundi with narrowing 
spasm and sclerosis of arteries with or without 
hemorrhage or exudate (Keith Wagner Grade 
II and III), with fixed hypertension not re- 
lieved by heavy sedation. Schroeder? says, “In 
this stage 40 per cent are dead in three years; 
ganglionic blockade plus adequate doses of 
hydralazine (500 mg. or more per day) are 
essential for control.” The sedative action of 
reserpine may help decrease the fluctuations 
of blood pressure. 

About one-third of the hypertensives seen 
on a referral basis by Wilkins® require a 
ganglionic blocking agent at some time. 

Protoveratrine with Rauwolfia helps some, 
but side effects on larger doses necessary are 
deterrents to their use in severe hypertensives 
or malignant hypertensives. 

Suicidal tendencies and paranoid states 
have been found to occur in two patients 
while taking Rauwolfia. Schroeder and others 
have noted this also. 

Very Severe, “Accelerated Phase” of Perera 
or Malignant Hypertension. 

“Early—hemorrhagic and exudative retini- 
tis is present but not marked (Grade III to 
IV Keith Wagner) and renal function is re 
duced but adequate. 


“Severe—in which retention is advanced 
and renal function is borderline. 
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“Azotemic—in which nitrogen retention 
has occurred, three year survivals are nearly 
100 per cent in early, 80 per cent for severe, 
and 50 per cent for azotemic without frank 
uremia.”* 

We agree with Schroeder? that ganglionic 
blockade plus adequate doses of hydralazine 
(500 to 1,000 mg. per day) are essential for 
reversal of this group. The dosage may be re- 
duced after a year or less. In those with nitro- 
gen retention, smaller doses are required but 
for an indefinite time in order to control 
blood pressure. 


The systolic pressure can usually be main- 
tained at or near former diastolic pressure if 
it is reduced gradually over a period of weeks. 
Death or complications often result when the 
drugs are suddenly discontinued in those with 
severe or accelerated hypertension. 


Those who fail to respond well to treat- 
ment with ganglionic blocking agents and/or 
hydralazine or Rauwolfia should be re-eval- 
uated and may require hospitalization or re- 
admission to increase dosages of one agent, 
then the other, to the maximum, and thus at- 
tain control. Those who still have poor results 
should have a trial of protoveratrine with all 
other measures listed under management of 
the hypertensive. This includes 1 gram 
sodium diet or less, after the other causes for 
hypertension are excluded. These include 
Cushing’s syndrome, pheochromocytoma, poly- 
arteritis nodosa, primary renal disease, pyelo- 
nephritis and coarctation of the aorta. 


Outline of Management 


Drug treatment of the hypertensive patient 
is started only after many blood pressure re- 
cordings in sitting, standing and reclining 
positions for base line reference and to be 
certain it remains elevated. Other causes of 
hypertension are excluded and the diagnosis 
of essential or accelerated phase of hyper- 
tensive disease is established. This is done 
after thorough study in the office or hospital, 
following the outline submitted. 

1, Establish the existence of elevated systolic and 
diastolic blood pressure over several days’ period, in- 
stead of a two-week preliminary observation in a hos- 
pital to find the resting level, which is economically 
unsound. This, coupled with a known history of 
hypertension in most of the patients and a two-hourly 
tecording of blood pressure in the hospital for a six 
to eight hour period, in the severe hypertensives with 
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renal, cerebral or cardiac complications who need 
ganglionic blocking agents, will suffice. Those with- 
out complications can be treated in the office after 
several blood pressures are recorded on separate days 
in the sitting, standing and reclining positions before 
and after fifteen minutes or more rest. 

2. Complete history. 

8. Exclude specific conditions which might cause 
hypertension: 

a. Cushing’s disease. 

b. Adrenal tumors. 

c. Polyarteritis nodosa. 

d. Primary kidney disease, pyelonephritis, et 
cetera. The hypertension associated with these condi- 
tions may also be controlled as in essential hyper- 
tension. 

4. Determine relative importance of etiologic factors. 

5. Recognize the degree of involvement and the 
degree of progression. All patients do not need the 
drugs; some improve with emotional adjustment and 
light sedation only. 

6. Blood pressure readings on successive days under 
different conditions and positions. 

7. Ophthalmoscopic examination. 

8. Urinalysis, concentration test, intravenous P.S.P. 
and blood N.P.N., especially if albuminuria is present. 

9. Determine heart size. 

10. Exercise tolerance test. 

11. Electrocardiogram. 

Appraisal of the personality of the patient, starting 
with careful history. 

Understanding and reassuring the patient may give 
the greatest degree of symptomatic relief. 


Convince the patient of the unimportance of definite 
pressure levels and the normal variation from hour to 
hour, day to day, under varying conditions. 

Rest and reassurance help so many with hyper- 
tension, so be careful in evaluating new treatments. 

Sedatives. 

Psychotherapy. 

Veratrum alkaloids; protoveratrine. 

Rauwolfia serpentina (reserpine; alseroxylon). 

Low sodium diet (1 gram). (Not necessary with 
modern drug therapy but useful if congestive failure 
exists, too, although 2 to 4 gram sodium diet may be 
all that is needed. If renal failure exists, sodium 
should not be curtailed too much as the “low salt 
syndrome” may occur.) 

Hexamethonium chloride, a ganglionic blocking 
agent, helps lower blood pressure but gives a variable 
control. 

Pentolinium, a newer blocking agent, is thought to 
have some advantages over hexamethonium. Mecamy- 
lamine (Inversine), similar in action to other blocking 
agents, requires 1 to 5 mg. doses 3 times daily. It is 
completely absorbed orally. 


1-hydrazinophthalazine (hydralazine) alone will con- 
trol many patients with hypertension, but addition of 
a ganglionic blocking agent gives a more uniform con- 
trol of blood pressure with or without Rauwolfia. 
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We agree with Ashby and associates! that 
it is not essential to give each patient three to 
five days of rest in bed before beginning 
ganglionic blocking agents or before observ- 
ing the effects of hypotensive drugs provided 
it has been demonstrated that the milder 
drugs are not effectual. We agree that the 
problem is not the patient in the hospital, but 
the patient in the home, the office, or factory. 

All patients with severe hypertension are 
hospitalized before starting treatment. This is 
mandatory if they have elevated N.P.N., 
renal, cerebral or cardiac damage and for 
those with a past history of “strokes” or “heart 
attack.” 


In certain cases one need not teach the pa- 
tients to take their own blood pressures be- 
fore each dose of ganglionic blocking agent. 
In some cases this is necessary. If they are in- 
telligent and cooperative, willing to learn the 
mechanism of drug action, signs of overdosage, 
to avoid constipation and to stand erect one 
minute before time for each dose, they may 
safely take the drug under careful observation 
of the physician. Office visits should be week- 
ly or more often at first, then finally visits 
may be monthly after several weeks have al- 
lowed stabilization of symptoms and blood 
pressure levels with a definite dose several 
times a day. Thus, they will learn in the hos- 
pital or office to anticipate hypotensive epi- 
sodes and to halve or omit entirely the next 
dose of ganglionic blocking agent if standing 
causes faintness or syncope. This is relieved 
by reclining for minutes or, if severe, for a 
few hours. Uncooperative or unintelligent pa- 
tients should not be allowed to take routine 
doses of these agents without some determina- 
tion of blood pressure before doses. The sys- 
tolic pressure should not, as a rule, be con- 
sistently below the original diastolic level. 
Patients with a rising blood urea level are not 
continued on pentolinium or hexamethonium 
unless they have malignant fundal changes. 

Blood pressure readings taken in the office 
are often higher than those recorded at home 
so dosages of pentolinium, mecamylamine or 
hexamethonium must be prescribed with this 
in mind to avoid overdosage and syncope 
when in the erect position. Small doses are 
needed when renal insufficiency prevents the 
usual amount of daily excretion of the drugs. 
Patients should be instructed that they may 
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feel worse for the first two to four weeks 
while they are adjusting to a lower blood 
pressure on these medications, particularly 
ganglionic blocking agents. Success often de. 
pends on the persistence of patient and doc. 
tor and meticulous explanation of all the 
pharmacologic action of these medications. 


Method of Administration 


It is my practice to administer pentolinium 
three to four times daily before meals. Severe 
hypertensives with good renal function re. 
quire four or sometimes five doses of pento- 
linium to get uniform control if one follows 
blood pressures every four hours. Some may 
get adequate control on three doses daily. 
Hexamethonium is given around 7:00 and 
11:00 A.M., 3:00, 7:00 and 10:00 or 11:00 
P.M., before meals. Pentolinium does not as 
a rule give as much trouble with constipation 
as does hexamethonium, especially after the 
first month. Laxatives must be used if neces- 
sary to avoid constipation, which causes an 
absorption of a greater percentage of the hexa- 
methonium resulting in a severe hypotensive 
reaction, even ileus, and severe drop in blood 
pressure. 


A very few patients may be controlled on 
l-hydrazinophthalazine. Prior administration 
of hexamethonium or pentolinium abolishes 
most of the undesirable side effects of 1-hydra- 
zinophthalazine (hydralazine) such as head- 
aches, nausea and palpitation. In those hyper- 
tensive patients with severe benign or moder- 
ately severe hypertensive disease, both gangli- 
onic blocking agents, hydralazine and/or 
Rauwolfia (reserpine) may be _ necessary. 
Many with “malignant” or accelerated hyper- 
tension require all three types of agents. 


Many patients whose hypertension has re- 
curred some months or years following sym- 
pathectomy may have successful regulation of 
blood pressure on hydralazine alone or com- 
bined with Rauwolfia. A few may be cautious: 
ly treated with the addition of pentolinium. 


Acute Hypertensive Episodes. Hyperter 
sive encephalopathy is treated by small doses 
of hexamethonium™ (5 to 10 mg.), pentolin- 
ium (1 to 5 mg.), or veratrum alkaloids" 
parenterally every hour or so. The blood pres 
sure is gradually reduced step-wise but not to 
normal levels; after a day or so, oral medica- 
tion may be substituted. Lumbar puncture 
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may be needed to reduce intracranial pres- 
sure before lowering blood pressure to avoid 
increasing cerebral ischemia. Reserpine intra- 
yenously has been found to be useful in these 
cases recently.1* 


Hypertension in Old Age. It is not always 
advisable nor necessary to treat all the pa- 
tients in the seventh or eighth decades with 
essential hypertension who have no real prob- 
lem caused by it. The presence of arterioscler- 
osis in one with moderately severe or severe 
essential hypertension is no contraindication 
to therapy, however. Many in the older age 
groups have an elevation of systolic blood 
pressure secondary to a less elastic vascular 
system. Others have a “benign” form of essen- 
tial hypertension for many years despite oc- 
casional recordings of 200 mm. Hg. diastolic 
blood pressures. They may be more upset by 
side effects of Rauwolfia or hydralazine than 
from the effects of an elevated blood pressure 
and certainly do not need ganglionic blocking 
agents. Those with a moderate systolic eleva- 
tion and normal diastolic pressure need not 
be treated, as a rule. 


Illustrative Case Reports 


A. L., a woman, 42 years of age, was a known hyper- 
tensive since 1949. On March 13, 1953, the blood pres- 
sure was 220/120, 230/120 and 218/120 in sitting, 
standing and reclining positions, respectively. On De- 
cember 28, 1953, the blood pressure was 255/154 mm. 
Hg. with papilledema and a Grade IC retinopathy, 
with 4 plus albuminuria. A diagnosis of chronic 
pyelonephritis, and atrophic left kidney was made by 
pyelography. On January 8, 1954, nephrectomy was 
done on the left side. Blood N.P.N. values were 33, 
36 and 46 mg. per 100 cc. She was started on hydrala- 
zine 19 mg. and increased to 50 mg. four, then five 
times daily with crude root extract of Rauwolfia 100 
mg. twice daily. 

After two months the blood pressure remained ele- 
vated, 220/120 mm. Hg., on numerous occasions, and 
rather than increase the hydralazine dosage, pento- 
lintum was added because she continued to feel 
fatigued, had headaches and blurred vision. Pentolin- 
ium was started 40 mg. three times daily a half hour 
before meals on May 7, 1954, and increased on June 
6, 1954, to 100 mg. twice daily within three days. She 
felt better. The electrocardiogram showed left ven- 
tricular hypertrophy and changes consistent with 
ischemia or strain. On October 5, 1954, the dose was 
increased to 100 mg. five times daily with blood pres- 
sures of 180/110, 178/100 and 200/120 in sitting, stand- 
ing and reclining positions, respectively, upon a visit 
to the clinic after arising at 4:00 A.M. and driving 
200 miles, She had felt much better since August, 
1954, and was almost symptom-free, as she put it. 

On October 15, 1954, hydralazine was discontinued 
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because of stiffness and joint pains which disappeared 
after omitting it. No definite lupus or rheumatoid 
arthritis was found, but as long as she was controlled 
fairly well without hydralazine we decided not to give 
it. The bowels moved daily with the help of mineral 
oil and 8 cc. of milk of magnesia. Blood urea nitrogen 
was 60 mg. per 100 cc. on December 10, 1954, and 33 
mg. on February 4, 1955. Because of a rising B.U.N. 
in December, 1954, (B.U.N. of February 4 was not 
available the same day of visit), it was decided to again 
use hydralazine 25 mg., then 50 mg. five times daily 
in addition to pentolinium 100 mg. five times daily, 
and reserpine 0.25 mg. four, then three times daily. 
The B.U.N. was 31 mg. per 100 cc. on April 1, 1955, 
and 48 mg. on May 6, 1955. After tetracycline therapy, 
the urine culture no longer showed gram-negative 
colon bacilli, nor albumin with white and red blood 
cells, but continued to show a few gram-positive cocci. 
By May 1, 1955, the ophthalmologist reported the 
fundi to be improved to a Grade II with vasospasm 
and arteriovenous nicking but old, hard, white exu- 
dates in posterior pole of right eye. The left eye 
showed similar findings but with less involvement. 
There was no papilledema or blurring of vision now. 


Blood pressures in the clinic on May 6, 1955, were 
142/100, 114/72 and 156/110, sitting, standing and re- 
clining, respectively, about the same as those obtained 
by her local physician. These may well be lower on 
the average when taken at home and this fact must 
be considered when ordering the dose of ganglionic 
blocking agent. 

G. P., a 33 year old man, was known to have hyper- 
tension since 1953 when he was treated for “prostate 
infection.” No follow-up observations on the blood 
pressure were made. He consulted an ophthalmologist 
in March, 1955, for blurring of vision. Papilledema 
was found to be present; visual acuity was O.S. 20/70, 
O.D. 20/33, and six weeks later after the treatment 
described below it was normal. There were some new 
hemorrhages when he was first seen on March 28, 
1955, but none was present six weeks later, merely or- 
ganizing exudate in the choroid. 


The blood pressures remained at 220 systolic and 
130 mm. Hg. diastolic in sitting, standing and reclin- 
ing positions before treatment. 


The blood N.P.N. values were as follows: on March 
30, 99, on April 2, 67, on April 9, 115, on April 14, 150, 
and on May 20, 1955, 111 mg. per 100 cc. On May 20 
the B.U.N. was 95, and on June 18, 1955, it was 120 
mg. per 100 cc. 


The electrocardiogram showed left ventricular en- 
largement. X-ray films of chest showed moderate 
cardiac enlargement. 


The urine showed 1 to 4 plus albumin. The intra- 
venous P.S.P. kidney excretion test on April 1, 1955 
showed, 1.6 per cent excreted first 15 minutes, 0.6 in 
next 30 minutes, and 1.4 in two hours. Cystoscopy 
was normal. Pyelograms showed slightly contracted 
kidneys densely filled with opaque material. The 
urine from left kidney showed 4 to 8 red blood cells 
and an occasional white blood cell; that from right 
kidney showed 40 to 50 red blood cells and one to 
two white blood cells and granular casts. Culture of 
the urine showed no growth. 
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The blood pressure in mm. Hg. was as follows: 
Sitting Standing Reclining 
Date Systolic Diastolic Systolic Diastolic Systolic Diastolic 
March 28 220 130 230 120 220 120 
March 30 180 130 190 120 180 120 

Treatment was started with a 3 gram sodium diet, 
reserpine 0.25 mg. twice daily, hydralazine 25 mg. 
three times daily, and after three days pentolinium 
10 mg. three times daily. 

The blood pressure averaged 4 times daily, from 
April 3 to 20, 1955, revealed the following, 150/80 
sitting, 160/80 standing and 170/80 reclining. 

Pentolinium was discontinued when the patient 
left the hospital against advice, but he continued 
to take reserpine and hydralazine as listed above. 

On March 30, the hemoglobin was 8.6 Gm., or 56 
per cent, with 3.3 million red blood cells and 9,350 
white blood cells, and a normal differential count. 
Blood indices were those of an iron deficiency anemia. 
Transfusions may be indicated since on May 20, 1955, 
hemoglobin was 6.8 Gm. or 44 per cent with 2.5 mil- 
lion red blood cells and a normal white blood count. 
The patient wished to return to work, saying he felt 
well, without headaches, nausea, or other symptoms. 
The blood pressure values in the sitting, standing and 
reclining positions were on April 23, 150/80, 130/80 
and 160/90 respectively. On May 5, these values were 
160/90, 160/100 and 150/90 respectively. 

Hydralazine was increased to 25 mg. four times 
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daily. The blood pressure values in the several posi- 
tions were on May 20, 1955, 180/104, 180/110 and 
190/110 respectively. 

No medication was given after May 27, 1955. The 
eyes had improved, he felt better, had no headaches, 
and could read fine print. The anemia was severe, the 
hemoglobin 6.8 Gm. with a red blood count of 
3,200,000. The urine contained 4 plus of albumin with 
occasional hyaline and granular casts, and occasional 
white blood cell and red blood cell in high power 
field. On July 1, 1955 the blood pressure in the sitti 
standing and reclining positions was 200/140, 180/130 
and 190/120 respectively. 

Reserpine 0.25 mg. twice daily was again started 
July 1, 1955. On July 18, the levels were 170/110, 
170/100, and 180/120 respectively. 

At this time pentolinium 10 mg. three times daily 
was added again and on July 22, the pressure levels 
were 150/100, 140/90 and 140/90; these have con- 
tinued so since then. 


R. F. was a 38 year old woman. In contrast to the 
severe and malignant hypertensive patients, this pa- 
tient was first seen with a history of hypertension of 
ten years’ duration, first noted during her last preg. 
nancy. A year before she was seen there had been 
increasing fatigue, nervousness and high blood pres- 
sure which was 200/140 when first seen in the hos- 
pital. The urine, blood counts, N.P.N., cholesterol 
and electrolytes were within the normal. There were 
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Feb. 16, 1954 in hospital B. P, 200/140 but fluctuated 164/120 to 170/115 and 125/70 
when recorded every four hours even after 3 days bed rest and "psychotherapy" for better adjustment. 
Uncomplicated hypertensive, good renal function, normal CBC, urine, blood NPN, cholesterol and 


«= electrolytes. Slightly abnormal form of ventricular complex in ECG. 
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150/110, RESERPINE was resumed 0.25 mg. twice daily and she has remained normotensive and 
feels well, after a few months it will be omitted again. Phenobarbital previously had 
failed to help patient or her blood pressure. 
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slight changes in her electrocardiogram but no definite 
diagnosis was apparent from the electrocardiogram. 
Heart was normal in size on x-ray examination. The 
B.M.R. and P.B.I. were normal. Renal function test was 
normal, The blood pressure decreased to 150/90 with 
sedatives, bed rest and “psychotherapy.” It fluctuated 
from 164/120 to 170/115 and 125/70 when recorded 
every four hours (Fig. 1). 

She was placed on reserpine 0.25 mg. twice daily; 
the blood pressure remained within the normal range 
with one exception, on an office visit in 1954. It was 
normal in all positions from April 1954 to November 
1954, when reserpine was discontinued. The blood 
pressure returned to 150/100 and reserpine was given 
again. The pressure remained entirely normal through 
May 24, 1955. It was planned to discontinue reserpine 
soon to see whether it was still needed. On July 8, 
1955, reserpine had to be discontinued because she 
developed severe depression with crying spells and 
emotional instability. This was entirely relieved within 
two weeks after discontinuing reserpine. The blood 
pressure increased from 134/90 on May 24 to 150/110 
on July 19, 1955 in the sitting position after discon- 
tinuing reserpine. 

J. K., a woman 30 years of age, who, despite at- 
tempts at weight reduction still weighed 200 pounds. 
The blood pressure in 1946 was 120/90 mm. Hg. Renal 
calculi were removed in 1946. In 1949 she had pyuria 
for a time. Preeclampsia occurred in 1948. In 1949 
the blood pressure was 146/116; the B.U.N. and N.P.N. 
were normal. The fundi and intravenous pyelograms 
were normal at that time. In April, 1952, she was ad- 
mitted to St. Luke’s Hospital in congestive failure re- 
quiring digitalization; the blood pressure was 220/140. 
The electrocardiogram showed left ventricular hyper- 
trophy, and “strain” pattern with some myocardial 
changes. An x-ray film showed a greatly enlarged heart 
which decreased in size after two weeks’ treatment. 
Hyperostosis frontalis interna was revealed on stereo- 
scopic x-ray studies of the skull. Seventeen ketosteroid 
studies were normal. She had congested fundi but no 
definite papilledema. The urine had 1 to 3 plus al- 
buminuria. 


In April, 1952, hexamethonium chloride was given 
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in gradually increasing doses every four hours. She 
was on 375 mg. five times daily at the time of dis- 
charge. Hydralazine was started, 25 mg. three times 
daily, then 75 mg. five times daily, after the first week 
and continued with hexamethonium, according to the 
plan of treatment shown in figure 2, until June 25, 
1954. The heart decreased remarkably in size as shown 
by the x-ray within three weeks’ time and digitalis 
was discontinued. She felt well, and learned to take 
her own blood pressure before each dose of hexa- 
methonium. The dose was 375 mg. if her systolic pres- 
sure was 140 or above, 250 mg. if it was 130 to 140 
mm. Hg. and 125 mg. or none, according to the way 
she felt on standing one minute, if the blood pressure 
was 120 to 130, and none if it was 120 or below 
(Fig. 2). 

Digitalis was not needed after the first month of 
control of hypertension aided by Rauwolfia and gang- 
lionic blocking agents. Hydralazine was omitted on 
June 24, 1954. The blood pressures taken by the pa- 
tient at home at 3:00 A.M. (when she gets up for 
her husband’s breakfast), at 11:00 A.M., 5:00 and 
11:00 P.M. were lower by 5 to 30 mm. Hg. systolic and 
10 to 30 mm. Hg. diastolic than the blood pressures 
determined on routine clinic visits weekly or monthly. 
They averaged 10 to 20 mm. higher when taken in the 
clinic. (Thus, one must gauge the dosage with this 
in mind.) 

The patient stated that now she could predict 
whether her blood pressure level was too low to per- 
mit the full dose of 150 mg. of pentolinium (gang- 
lionic blocking drug) by standing a few seconds before 
time for the next dose. If she feels faint, she takes 100 
mg., and if the faint feeling persists, requiring her to 
recline to get relief, she omits that dose. She has not 
had to omit a dose entirely for several months and 
is on a regular schedule. 


Urine and B.U.N. on May 20, 1955, were normal. 
Electrocardiogram still shows left ventricular hyper- 
trophy and “strain” pattern but the heart size has 
decreased. 


Summary 
Seventy-one patients with hypertensive dis- 
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ease, four of whom were in the accelerated or 
malignant phase, were treated for a period of 
three months to three years with the aid of 
Rauwolfia, veratrum, hydralazine, hexa- 
methonium chloride and pentolinium orally. 
Blood pressures were recorded in the reclin- 
ing, sitting and standing positions two to 
three hours after a dose of ganglionic block- 
ing agent in those who received these agents. 


Twenty of 28 patients with moderately 
severe and severe hypertension treated with 
hexamethonium chloride, orally, had success- 
ful control of blood pressure. 

Nineteen of 23 patients with pentolinium 
treatment had good control of blood pressure 
and symptoms. Eleven of these had diastolic 
pressures of 100 to 120 mm. Hg. before ther- 
apy, which controlled the blood pressure well. 
Twelve of the 23 patients had diastolic blood 
pressures above 120 mm. Hg. Nine of these 
had satisfactory control of blood pressure 
with hydralazine, pentolinium and reserpine. 

A total of 69 patients received derivatives 
of Rauwolfia serpentina at some phase of 
their treatment either alone or in combina- 
tion with other drugs. Three of these de- 
veloped severe depression; reserpine or the 
whole root of Rauwolfia needed to be dis- 
continued. 

Five patients developed a rheumatoid or 
lupus-like febrile reaction with tender swollen 
joints that disappeared when hydralazine was 
discontinued. 

Rauwolfia preparations will control about 
one-half of the milder forms of hypertension. 
Hydralazine must be used with it or with 
pentolinium, the ganglionic blocking agent 
of choice, to control the moderately severe 
and severe hypertensions. 

Sodium restriction may aid in the manage- 
ment of the severe or accelerated phase of 
hypertensive process. Care must be exercised 
in not restricting sodium too rigidly in those 
with renal insufficiency. 

The necessity of carefully instructing the 
patient in the pharmacologic action of these 
drugs, helping the patient to achieve better 
emotional adjustment, and complete cooper- 
ation of the intelligent patient when treated 
in the office or home is essential and cannot 
be overemphasized. 


Acknowledgment is made of the drugs used in this 
study. 
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Pentapyrrolidinium bitartrate (Ansolysen) was sup- 
plied by Wyeth Laboratories, Inc., Philadelphia, Pa. 

Hydralazine hydrochloride (Apresoline) was supplied 
by Ciba Pharmaceutical Products, Summit, N. J. 

Hexamethonium Chloride (Esomid) was supplied by 
Ciba Pharmaceutical Products. 

Hexamethonium Chloride (Hexameton) was sup- 
plied by Burroughs Wellcome & Company, Tuckahoe, 

Hexamethonium Chloride (Methium) was supplied 
by Warner-Chilcott Laboratories, New York, N. Y. 

Mecamylamine (Inversine) was supplied by Sharp 
& Dohme, West Point, Pa. 


Addendum 


According to information from Dr. Henry A. 
Schroeder and Dr. H. M. Perry, Jr., of the Hyper. 
tension Division, Washington University Medical 
School, St. Louis, Missouri, there have been a few 
instances where patients with malignant hypertension 
and azotemia in which the use of large doses of 
mecamylamine, 10 to 20 mg., three to five times daily, 
have been attended by the onset of peculiar gross 
shaking of the muscles of the extremities, especially 
the arms, with unusual anxiety, and symptoms of 
tingling of the arms with anxiety. Also symptoms of 
hallucinations and delusions have been encountered. 
These symptoms have subsided within a week after 
mecamylamine was discontinued. 


One of my patients, Case 7, after eleven months 
on mecamylamine 10 mg. four times daily, hydralazine 
50 mg. five times daily and reserpine 0.25 mg. two 
times daily, developed the above symptoms but no 
delusions or hallucinations. These symptoms con- 
tinued for a month, but when pentolinium was sub- 
stituted for mecamylamine all her symptoms cleared 
after one week. 

These symptoms have not been observed as yet with 
numerous patients on smaller doses of mecamylamine 
or in those with normal renal function. It may be due 
to some combination of mecamylamine with hydralazine 
rather than to mecamylamine alone. Only further 
study will decide this point. Since this occurs only in 
severe or malignant hypertensives with uremia who 
are on the above medication, it could well be that the 
symptoms cited are not produced by the drugs them- 
selves but secondary to cerebral arteriosclerosis or the 
presence of retained metabolic products and some an- 
oxia secondary to the reduction of blood pressures 
which in some instances might be too great. In that 
case, it might not be any one drug, but any drug which 
would lower the blood pressure to that extent; and it 
might well happen on other drugs which have been 
substituted, particularly, the ganglionic blocking agents. 
This, only time will tell. So far, the symptoms have 
disappeared when pentolinium was substituted for 
mecamylamine. With impaired renal function, the ac 
tual amount of drug in the blood stream would be 
much greater. It probably is not a serious complia 
tion as long as it is recognized and the drug discon- 
tinued just as with hydralazine and reserpine. We are 
proceeding with a “double blind” study on the above 
mentioned patient since it is impossible to definitely 
ascribe these changes to mecamylamine without such 4 
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study. Many medicines, such as digitalis, insulin, et 
cetera, when given in large or abnormally high dosage, 
will produce reactions but that does not render them 
too dangerous when properly used. We have found 
mecamylamine a valuable adjunct in the management 
of severe hypertension. 
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Discussion (Abstract) 


Dr. Leon C. Freed, Oklahoma City, Okla. No ex- 
ception can be taken to the statement that potent 
drugs are being made available in ever increasing and 
confusing variety with the quality of being able to 
teduce blood pressure. And there is common concur- 
rence, though hesitant in some quarters, that essential 
hypertension is a sequel of life stress. To be truly ef- 
fective, any control of blood pressure elevation must 
prove to be persistent, not only through periods of 
equanimity, but also when an individual is subjected 
to an emotional upheaval. As yet this aspect has been 
but lightly touched on. Stewart Wolf has demonstrated 
that an established antipressor response to hexa- 
methonium is readily broken by a stressful interview. 
Bagwell, in a study of hypertensive individuals, dem- 
onstrated equal pressor responses to interview before 
and while under therapy with reserpine. Much more 
of this type of study would seem indicated. Instead, 
we note that patients being treated with these drugs 
are urged to purchase their own stethescope and 
sphygmomanometer. In this manner they can “take 
their own blood pressure” and avoid even the stress 
of having their physician checking on their status. 
This would seem to be an inadvertent indictment of 
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the ability of the medications to control blood pres- 
sure under minimal excitement. 

In any discussion of the therapy of essential hyper- 
tension we should have clearly in mind the basic 
aspects of the disease and the actual problems thereby 
engendered. Clinically, essential hypertension is 
divisible into three broad basic groups: 

Group 1. Hypertension, relatively stable, with a 
normal life span. 

Group 2. Hypertension, with vascular complications. 

a. Cerebral 
b. Coronary 
c. Renal 

Group 3. Hypertension in the severe or malignant 
phase. 

a. Renal compensation 
b. Renal decompensation 

The patients who fall into Group 1 would obviously 
obtain no benefit from the rigors of antihypertensive 
therapy. And such patients make up a considerable 
portion of the total hypertensive population. Bell has 
noted that about 75 per cent of all hypertensives die 
of causes in no way related to the elevated blood pres- 
sure. Burgess, in a recently reported study of benign 
essential hypertension, found that without the use of 
the drugs we are considering here, the average life 
span was but 2.7 years below expectancy. Those who 
were found to be hypertensive after 50 years of age 
lived 1.2 years beyond their life expectancy. 

In considering the second group, it would seem that 
the real point in question would be whether the con- 
comitant vascular disease can be ameliorated or pre- 
vented by lowering the blood pressure. No such evi- 
dence has been presented as far as we are aware. 
When and if it can be shown that atherosclerosis can 
be rectified, or its progress delayed by simply depress- 
ing the level of the arterial pressure, then it would 
become necessary to treat these patients in the assid- 
uous manner described by Dr. Edwards. And we would 
have to include all those in the first group as well as 
candidates for such management. For there is no way, 
as yet, to determine which of these will develop such 
vascular damage. It is our belief that as yet the evi- 
dence at hand is insufficient to permit us to subject 
either of these groups of patients to the discomfort, 
dangers, or expense inherent in the use of reserpine, 
the ganglionic blocking agents, or Apresoline. 

The diagnosis of severe or malignant hypertension, 
which makes up the third group, is based primarily 
on changes in the fundal vessels, and not on the 
height of the blood pressure. There is only vague cor- 
relation at best between the measurement of the de- 
gree of hypertension and the severity of the disease. 
This group is divisible into two parts; those with 
renal decompensation, and those who will have renal 
compensation. The decompensated cases, with organic 
renal disease of such severity that uremia obtains, will 
respond little or not at all to antihypertensive therapy, 
and probably should not be treated with antihyper- 
tensive drugs. 


There remains to be considered those patients with 


class III and IV retinal changes, without too severe 
renal damage. These have a demonstrably poor prog- 
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nosis, and intensive, or even dangerous attempts at 
therapy would seem indicated. It is our contention 
that this group alone should be subjected to thera- 
peutic attack with the antihypertensive agents. And 
even in this portion of the hypertensive population, 
the value of these new drugs should be measured 
against no treatment, and against previous methods 
of treatment. Then alone can we properly assess their 
actual value. As yet this has not been done. 

The Reverend Stephen Hale, who was the first to 
measure arterial pressure, made this observation. “. . . 
It would ill become us in this, our state of uncer- 
tainty to treat the ideas of others with scorn and con- 
tempt, when we cannot but be conscious that we our- 
selves see things, but as through a glass darkly, and 
are very far from any pretensions to infallibility.” 


Dr. John H. Moyer, Houston, Tex. 1 would like to 
make a few brief comments which support the general 
conclusions drawn by Dr. Edwards. 

We now have observed a number of patients who 
had relatively severe hypertensive vascular disease 
when first admitted to the clinic. These patients were 
then brought under effective treatment and their 
blood pressure reduced to normotensive ranges. In 
order to accomplish this, most of them required a 
ganglionic blocking agent in addition to Rauwolfia. 
As therapy continued and the blood pressure remained 
within normotensive ranges, the dose of the ganglionic 
blocking agent gradually decreased. In a number of 
these patients the blocking agent could be dropped 
entirely after 6 months to a year of effective treat- 
ment. Then they did very well for periods up to 2 
years. However, if unusual stress appeared in their 
lives, their blood pressure frequently increased and 
was again uncontrolled. Several of these developed 
acute hypertensive crisis within a few weeks after the 
application of stressful events. The blood pressure in 
these patients could again be controlled by blocking 
the sympathetic nervous system through the use of 
ganglionic blocking agents. However, with each bout 
of symptoms, it became progressively more difficult 
to control these patients. Therefore, we have con- 
cluded that it is best to give maximum therapy to 
these patients in an attempt to regulate their blood 
pressure at all times if severe exacerbations are to be 
prevented, 


A second point that might well be made is related 
to the protective effect of blood pressure reduction 
on specific vascular beds. The kidneys are particularly 
vulnerable to damage resulting from hypertensive 
vascular disease. Progressive renal damage can be ar- 
rested with adequate control of the blood pressure. 
For example, we have a group of negro patients in 
whom we determined glomerular filtration rate and 
renal blood flow at a time when their blood pressure 
was severely elevated and effective measures for re- 
ducing the blood pressure were not available. On fol- 
lowing these patients over a period of 6 months to 
one year, we observed gradual depression in these 
discrete renal functions so that the glomerular filtra- 
tion rate was observed to decrease from 100 cc. per 
minute to 50 or 60 cc. per minute after 6 or 8 months 
of untreated hypertension. At about that time, effec- 
tive antihypertensive agents became available and 
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these patients were then treated. Their blood pressures 
were reduced to normotensive levels and we have now 
followed them for a 2 year period during which time 
their blood pressures were normal. There has been 
no evidence of progressive renal damage and the 
glomerular filtration rate and renal blood flow have 
remained at about the same levels as they were just 
prior to effective control of the blood pressure. On 
the other hand, there has been little if any improve. 
ment in renal function. This indicates that progressive 
renal damage can be arrested but that this is not a re- 
versible process. This leads to a plea that early and 
effective treatment of hypertension should be under- 
taken in patients with malignant hypertensive vascular 
disease if irreversible renal damage is to be prevented. 

Another point that is worth making is that the 
physician who is using antihypertensive agents must 
be well acquainted with their pharmacodynamics, 
Only then does he have confidence in the therapeutic 
effect of these drugs, at the same time, being well 
enough acquainted with the side effects to circumvent 
any serious consequences resulting from their use. 

A final point has to do with home blood pressures, 
It has been advocated by some clinicians that home 
blood pressures are the only effective way of knowing 
what the patient’s day to day blood pressures are. It 
seems rather odd to me that we should conclude that 
just because a patient comes into a doctor’s office he 
selectively raises up his blood pressure at this time 
any more than he would under any other circum- 
stances of stress. Therefore, I believe that the patient 
who tends to have an elevated blood pressure in the 
doctor’s office also has a similar elevation in pressure 
when he is placed under stress in a business situation, 
in a department store, in a crowded elevator, when 
hurrying for a train, or any other similar circum- 
stances. In selecting the patient who is to have his 
blood pressure taken at home, I think it is very neces- 
sary that the patient and his family be evaluated 
beforehand. Some patients would be harmed a great 
deal by becoming a slave to a blood pressure cuff. 
Other patients are mentally incapable of taking their 
own blood pressure and using this as a guide to varia- 
tion in dosage of the drugs. 


Recently I had the unfortunate experience of having 
a sphygmomanometer death. This was a patient whom 
I taught to take her own blood pressure. She became 
extremely tense whenever she took her blood pressure 
which resulted in a rather marked elevation. She could 
not be persuaded to discontinue taking her blood 
pressure and one time during the process of doing this, 
she developed a cerebral vascular accident and died 
within a period of 4 hours, Prior to this, her blood 
pressure had been fairly well regulated, and the only 
reason for suggesting that she take her blood pressure 
at home was because of the long distance she had to 
travel and it was thought that she could be better 
advised if she had a record of her blood pressure dur- 
ing the long intervals between visits to her physician. 
Therefore, it should be recognized that only a cer 
tain group of patients are amenable to home blood 
pressure recordings. 


Dr. Edwards (Closing). 1 wish to thank the discussers 
for their very good comments. They have added much 
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' to this paper about hypertension. I think we should tension was around twenty years. There is no reason 
: realize, and I think we all do realize, now, that these why we should not use them if we will take the time 
, are the best adjuncts to the management of hyper- to learn about them and take the time to tell our pa- 
. tension. We use them just as we use insulin in the tients about their actions and how to avoid serious side 
. regulation of diabetes, although it is not a cure, but it effects. In most instances blood pressures can be con- 
" certainly permits a better regulation of these patients. —_trojjed, retinopathy be improved, and in many cases of 
t We do not lose sight of all the other means at our dis- malignant hypertension, length of expected life has 
n posal of helping and aiding these people, which we been prolonged. More time must elapse before one 
; have enumerated, namely, the attempts to get better P Mase P 
. emotional adjustment, to find out other problems that =n tate that the lives of moderate or severe hyper- 
are bothering them, to relieve renal infections, etc. tensives have been lengthened by such regimens of 
A Perera, for instance, followed a group of these hyper- management as was done by sympathectomy. Proper- 
. tensives for many years and found that the average ly supplied, such methods are supplanting surgery 
; duration of life after discovery of the onset of hyper- now. 


~ One of the nicest things you can do, doctor, 


_ for an intern or resident friend is to give him a 


complimentary subscription to the Journal. See order 


ss; | form and special rate in this issue. 
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Molluscum Contagiosum: Its Incidence and 


Further Experiences in Treatment with the Resin of 


Podophyllum* 


SHERWOOD W. BAREFOOT, M.D., Greensboro, N. C. 


Podophyllum seems to be an effective agent in the treatment of 


the lesions of the rare molluscum contagiosum. 


MOLLUSCUM CONTAGIOSUM is a viral disease 
caused by the largest member of the pox 


group of viruses and also the largest of all 


the true viruses that infect man. 


In 1951, I reported on the successful treat- 
ment of molluscum contagiosum with resin 
of podophyllum in three patients.? This pro- 
cedure was first tried with the hope that a 
less disturbing treatment could be found for 
young children than the conventional methods 
of local destruction. The idea was based on 
the previous work of Sullivan and King* on 
the effects of podophyllum on normal skin, 
condylomata acuminata, and verruca vulgaris. 


Incidence 


Unfortunately, my experience with this 
method has been limited due to a scarcity 
of patients with molluscum contagiosum. 
Since the original patient with molluscum 
contagiosum was treated with resin of podo- 
phyllum, I have had seven more patients, 
making a total of eight. During this period 
14,000 new patients have been seen. This does 
not include patients who made subsequent 
visits for a different condition, but represents 
the actual number of different individuals 
seen with dermatologic complaints. This 
means one instance of molluscum contagiosum 
per 1,750 patients. 


Material 


Thus, since 1951, I have treated seven 
patients having molluscum contagiosum with 
local applications of resin of podophyllum. 
Dr. William A. Phillips of Wilmington, N. C., 
has permitted me to include three patients 
treated by him. His patients were treated 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Forty-Ninth Annual Meeting, 


Houston, Tex., November 14-17, 1955. 


while he was on a tour of naval duty and 
the details are from memory inasmuch as 
the records are not available. He states that 
these patients all had more than fifty lesions, 
or he would have destroyed them individually. 
He treated no patients with resin of podo- 
phyllum locally who did not get good results. 
None of the subjects had had any known 
exposure to persons with similar lesions. 


Clinical Data 


Age. The ages of the 11 patients varied 
from 18 months to 22 years with the average 
being seven years. This is in keeping with 
the commonly accepted fact that molluscum 
contagiosum is more common in children than 
in adults.* 

Sex. There were 5 males and 3 females 
in the 8 patients treated by me. This infor- 
mation was not available for Dr. Phillips’ 
patients. 


Location of lesions. Nine of our 11 pa- 
tients had lesions on the trunk; 5 had lesions 
on the neck. In no instance were lesions noted 
on the genitalia or hands, which are sites 
commonly said to be among those of predilec- 
tion.*5 


Patient No. 4 was not treated with resin 
of podophyllum because some of the lesions 
were situated near the eyes. He was not will- 
ing to use the medication after having been 
warned of the possibility of irritation of the 
eyes from accidental contamination. 

Number of lesions. The number of lesions 
on individual patients varied from 4 to ap 
proximately 60, with an average of 27. All 
lesions encountered were of conventional 
size. 

Duration of lesions. Lesions had been 
present from 2 weeks to 7 months prior to 
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TABLE 1 
DESCRIPTION OF PATIENTS 
A ‘oximate 

No. Age Sex Sites of Lesions Number Lesions Duration 
. 12 M Trunk and left knee 40 4 weeks 
2. 4% F Right forearm, lower back 12 24 weeks 
3. 7 M Face, neck, forearms, lower back, knees 30 12 weeks 
4. 13 F Face, anterior neck 8 28 weeks 
5. 22 M Lower abdomen 4 8 weeks 
6. 1% M Abdomen, upper right thigh, buttocks 10 6 weeks 
7. 1’ F Right chest, axilla, upper arm 15 6 weeks 
8. 3 M Right chest, axilla, upper arm, left knee 13 2 weeks 
9.° 3 ? Neck and trunk 50 ? 

10.* 5 ? Neck and trunk 60 ? 

11.* 6 ? Neck and trunk 50 ? 
Average 7 27 11.2 weeks 


(8 patients) 


*Cases treated by Dr. William A. Phillips during tour of naval duty. 


treatment in the 8 patients treated by me. 
The average duration was 11.2 weeks for these 
patients. This information was not available 
to Dr. Phillips for the patients treated by 
him. 

The length of time the lesions had been 
present did not seem to bear any relation- 
ship to the response to local podophyllum 
therapy. 


Method 


Resin of podophyllum in 95 per cent al- 
cohol was painted directly on the lesions, 
avoiding the surrounding normal skin. Usually 
after two or three applications, if made as 
frequently as twice weekly, the superficial 
parts of the lesions became quite dry and in 
some instances could be easily wiped off. Oc- 


casionally some of the lesions became soft 
and macerated and gradually diminished in 


$1ze. 


The applications were continued until the 
patient was clinically well. In all instances, 
there has been sufficient follow-up to be as- 
sured that there has been no instance of 
recurrence. 


Descriptions of the patients and of the treat- 
ment are detailed in tables 1 and 2. 

Frequency of application of podophyllum. 
Patient No. 1 was the first patient treated. 
There was no precedent as to how frequently 
the applications should be made. It was 
noticed, however, that when the frequency 
of application was reduced from twice to 
once a week some of the lesions showed 
visible signs of enlargement from the previous 


TABLE 2 
ANALYSIS OF TREATMENT 


Number 
No. Frequency Treatments Reactions Result 
1. 1 to 2 times weekly 20 None Well in 12 weeks 
ie ? *No response; doubtful that medication was applied. 
3. 2 times weekly 8 None Well in 4 weeks 
4, *Podophyllum not used; lesions curetted. 
5. 1 time 1 Severe *Lesions disappeared after 1 application. 
6. Every other day 5 None Well in 1% weeks 
7. Every other day 12 Moderate in Well in 4 weeks 
axilla only 
8. Every other day 9 Severe in Well in 3 weeks 
axilla only 
9. Every other day for 1 week, 6 None Well in 2 weeks 
twice weekly 
10. Every other day for 1 week, 8 None Well in 3 weeks 
twice weekly 
ll. Every other day for 1 week, 5 None Well in 3 weeks 
then twice weekly 
Average 8.2 (9 patients) 4.06 weeks (8 patients) 


*Not used in calculating average time required for lesions to disappear. 
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regression. Following this observation all 
lesions were treated at least twice weekly. 
In six patients applications were made every 
other day. 

From the evidence apparent from this study, 
the application of resin of podophyllum twice 
weekly would appear to produce maximum 
therapeutic results with minimum local re- 
actions. 


Number of applications. The number 
necessary to destroy all lesions in the 10 pa- 
tients treated varied from 1 to 20, with an 
average of 8.2 applications. The higher figure 
was reached in treating patient No. 1, in 
whom considerable experimentation was neces- 
sary in order to obtain some idea as to how 
frequently applications should be made. It is 
believed that this patient’s lesions would have 
disappeared much more quickly if podo- 
phyllum applications had been made twice 
weekly throughout the course of treatment. 
Applications were made only once weekly for 
5 weeks during the 12 weeks which were 
necessary to affect a cure in this case. 

Case 5 was a 22 year old man with 4 
lesions on the lower anterior abdomen. One 
application of 20 per cent resin of podo- 
phyllum in 95 per cent alcohol was followed 
within 2 days by a severe local reaction of 
the skin adjacent to the lesions, following 
which the lesions disappeared. This patient 
was the only one treated in whom lesions 
disappeared with less than 5 applications. 

Reactions to podophyllum. There were 3 
instances of skin reaction among the 10 pa- 
tients treated with resin of podophyllum. 
Two of these were limited to moist inter- 
trigenous surfaces (axillas) occurring when 
applications were being made every other 
day, one being a severe reaction and the 
other moderate. In the third instance, the 
reaction was quite severe on the abdomen 
of a 22 year old man (Case 5) and followed 
a single application of 20 per cent resin of 
podophyllum in 95 per cent alcohol. This 
reaction, consisting of erythema and swelling, 
was quite severe and lasted for a week. Fol- 
lowing subsidence of the reaction, the mol- 
luscum lesions disappeared and the patient 
was cured without further treatment. 


Results 


Of the 10 patients for whom resin of podo- 
phyllum applications were prescribed, 9 were 
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well in an average of 4 weeks after having 
had an average of 8 applications of the 
medicament. Excluding patient No. 1, in 
whom treatment was necessarily prolonged, 
the average time required for the lesions to 
disappear would be 2.9 weeks and the average 
number of applications would be reduced to 
6.8. In no instance other than Case 1 were 
more than 4 weeks or more than 12 applica- 
tions required for the lesions to completely 
disappear. 

It is with reluctance that Case 2 is classified 
as a treatment failure. The parents were re. 
luctant to try the podophyllum as they did 
not have “faith” in it. The child was brought 
back after two weeks. Although there was 
no change in the lesions and not the slightest 
discoloration as is usually seen from the podo- 
phyllum, it was claimed that the medication 
had been used twice weekly. An attempt was 
made to prevail upon them to use it every 
other day. The mother claims that she tried 
this for two weeks, and when there was no 
change, the lesions were treated by a surgeon 
with electrodesiccation. She has written me 
that the lesions recurred and will be treated 
again by electrodesiccation. 


The pediatrician who referred patient No. 
2 has stated that he has every reason to 
doubt that any applications of podophyllum 
were ever made and recommended that this 
case not be considered a treatment failure. 
It is unfortunate that the patient lived so 
far away that she could not come in twice 
weekly for applications of podophyllum in the 
office. Then, the uncertainties of whether or 
not this is a treatment failure would not 
exist. Under the circumstances the case must 
be considered a failure for the treatment. 

Excluding Case 1, all patients who are 
believed to have used the podophyllum as 
prescribed were free from lesions with no 
post-treatment sequelae within 4 weeks. None 
of the lesions recurred following disappear- 
ance with local podophyllum therapy. 


Summary 


1. Eight patients with molluscum 
tagiosum were encountered in 14,000 new 
private patients who presented themselves be 
cause of skin complaints. This indicates that 
along the southern Atlantic seaboard one 
might expect one patient with molluscum con 
tagiosum in about every 1,750 patients seen 
in a conventional dermatologic practice. 


‘ 


VOLUME 49 


2. Ten patients were treated by local ap- 
plications of 20 per cent resin of podophyllum 
in 95 per cent alcohol (Dr. William A. Phil- 
lips of Wilmington, N. C., treated three of 
these patients and I appreciate his permission 
to use them in this study). 


3. Nine of the 10 treated patients were 
completely free from lesions without any post- 
treatment sequelae within an average of ap- 
proximately 4 weeks, after having had an 
average Of 8 topical applications of 20 per 
cent resin of podophyllum in 95 per cent 
alcohol. 


4. One patient is considered a treatment 
failure although there are reasons to believe 
that the resin of podophyllum in alcohol was 
not applied at home as directed. 


5. It is recommended that 20 per cent 
resin of podophyllum in 95 per cent alcohol 
be applied topically twice weekly. The inci- 
dence of local reactions to treatment seems 
to be increased when the applications are 
made more frequently without enhancing the 
desired therapeutic effects. 


6. Three incidences of local reaction to 
treatment consisting of erythema and edema 
were encountered which subsided without 
specific therapy within 3 to 7 days. In two 
of these instances, local reactions occurred 
on moist intertrigenous skin (axillas) where 
applications were being made every other 
day. 


7. A severe dermal reaction on the ab- 
domen followed one application of resin of 
podophyllum in alcohol following which the 
molluscum lesions disappeared permanently. 
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Discussion (Abstract) 


Dr. Paul G. Reque, Birmingham, Ala. Clinical ob- 
servations such as Dr. Barefoot’s form a major con- 
tribution to dermatology from a member residing 
Ma city without academic research facilities. The 
continued interest in the use of podophyllum resins 
in the treatment of molluscum contagiosum by Dr. 
Barefoot, has added a useful tool in the care of these 
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infrequent but disturbing lesions. It has been my 
experience that expression of the molluscum body 
and curettage, followed by the application of 10 
per cent ammoniated mercury ointment, has been 
quite satisfactory. However, when lesions are en- 
countered on the eyelids, lips, and comparable loca- 
tions, it has been necessary to use another means 
of destruction, usually electrodesiccation. 


Children under the age of 12 years present another 
problem, and understandably cooperate poorly if 
repeated painful treatments are needed. In several 
such incidents I have had to resort to intravenous 
Pentothal Sodium, an unhappy solution to a very 
minor problem. 


Fortunately, the incidence of the disease is infre- 
quent, there being but 49 cases uncovered in 26,352 
patients surveyed statistically. This is slightly more 
than in Dr. Barefoot’s series, but still relatively few 
considering the total number of patients recorded. 
It appears that the incidence of the disease varies 
from place to place and it is my opinion more cases 
are seen in larger cities where contact is more inti- 
mate due to crowding. 


I have had only four patients to treat with 20 
per cent podophyllum resins in 95 per cent alcohol 
since Dr. Barefoot’s original report, and three of 
these were treated at weekly intervals. All four patients 
had 20 or more lesions, and all were young children. 
No history of similar lesions was found in the family, 
and no source of the infection was uncovered. How- 
ever, all were of school age. Of the 3 patients treated 
weekly, only some, approximately one-third of the 
lesions, responded to 4 or more applications, and 
other modalities were used to clear the remainder. 
The fourth patient was treated an average of three 
times weekly for 3 weeks, and all of approximately 
40 lesions were cleared, and remained so after a 
6 weeks check-up. 


It is my impression the podophyllin works more 
consistently if applied with a sharpened applicator, 
and the tendency to spread is avoided. 


When solitary lesions are found on the face, other 
destructive measures seem preferable. Certainly it is 
recommended that no podophyllin be used on the 
face in children, and perhaps not in adults. 


I enjoyed Dr. Barefoot’s presentation very much. 


Dr. Joseph Farrington, Jacksonville, Fla. One of the 
principal difficulties in the use of podophyllum in 
the treatment of these lesions would be that there is 
a lack of penetration which makes it necessary to 
apply the medication at rather frequent intervals. 
My experience with it has been liimted to three 
cases since the publication of the first paper. One 
was in an 18 months old child of a physician on 
which there were approximately 18 lesions. We ap- 
plied resin of podophyllum and alcohol twice weekly 
for three weeks at the end of which approximately 
50 per cent of the lesions were gone. Then we gave 
the child rather large doses of Aureomycin orally 
and we thought more of them disappeared. At the 
end of three weeks, we desiccated and curetted the 
lesions that remained. 


We followed a suggestion by Leon Goldman and his 
group at Cincinnati, that penctration of podophyllum 


e 
in 
d, 
to 
to 
re 
-a- 
ly 
ed 
re- 
lid 
yas 
est 
do- 
ion 
was 
ery 
“ied 
no 
eon 
me 
ated 
No. 
1 to 
lum 
this 
lure. 
d so 
1 the 
er OF 
must 
t. 
are 
m as 
h no 
None 
a. 
) new 
ves be- 
that 
d one 
m con- 
seen 


1276 


The induction dose of 500 to 1,500 mg. 
represents a scale of 5 to 10 mg. per pound 
of body weight. As with other anesthetic 
agents the dose required in the aged is less 
on a milligram per pound basis than in 
younger subjects. Children require more than 
adults, the dose varying from 8 to 15 mg. per 
pound in those weighing 50 to 100 pounds, 
and 10 to 30 mg. per pound for those below 
50 pounds. The youngest patient in the series 
was 20 months old, weighed 21 pounds and 
required 480 mg. for induction, and a total 
dose of 600 mg. for a trephine and ventriculo- 
gram which required 1 hour and 15 minutes 
for completion. The oldest patient in the 
series was 80 years old. He required an initial 
and total dose of 840 mg. for an open reduc- 
tion and internal fixation of a fractured hip 
lasting 1 hour and 35 minutes. 

The initial dose was adequate for approxi- 
mately 30 minutes when used without nitrous 
oxide and for an average of 90 minutes when 
supplemented with nitrous oxide. The drug 
differs from thiopental and Surital (thiamylal 
sodium) in this respect. If the procedure was 
of longer duration it was necessary in most 
cases to add fractional doses of 100 mg. at 
intervals which varied widely from patient to 
patient. When these additional amounts were 
given the 3 to 5 minute lag period was not 
observed. The effect was established within 
30 to 60 seconds, comparable to thiopental, 
in this respect. 

Recovery from a procedure performed 
using Viadril as the sole agent was usually 
complete within 2 hours from the time of 
induction if fractional supplementation was 
not necessary. A longer recovery time was 
observed after such supplementations which 
varied widely from patient to patient. Viadril 
has been used along with other anesthetics 
besides nitrous oxide. In certain cases the 
patient was anesthetized with cyclopropane, 
relaxed with succinyl choline, intubated and 
then maintained with Viadril—nitrous oxide 
—oxygen. In others when Viadril was the sole 
agent, and the patient showed signs of re- 
covery, as the operation was nearing comple- 
tion thiopental was used for prolonging the 
effect instead of Viadril. In eight procedures 
the level of anesthesia was not adequate with 
the Viadril, and ether or cyclopropane were 
added. No signs of incompatability were noted 
between cyclopropane, ether, thiopental, suc- 
cinyl choline and Viadril. 
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As is the case with other intravenous non- 
volatile anesthetic drugs, Guedel’s signs and 
stages of anesthesia are nullified by Viadril. 
One must rely on the patient’s general reflex 
activity and absence of movements to judge 
the depth of anesthesia. When used as a basal 
narcotic with nitrous oxide and the procedure 
continued for longer than one to one and a 
half hours, the patient recovered within 5 to 
10 minutes following discontinuance of the 
nitrous oxide. 


Systemic Effects 


A. Respiration. Approximately half the 
patients showed some degree of tachypnea. 
The increase in respiratory rate ranged from 
18 to 24, or from 20 to 28, or 24 to 32. The 
tachypnea commenced before the patient was 
stimulated in any way. It became more pro- 
nounced when surgical manipulation was 
started. The tidal exchange was slightly de. 
creased so that ultimately little or no change 
in the minute volume respiration resulted. 
Minute volumes were measured prior to and 
after the induction of anesthesia in 9 patients. 
Five patients showed no significant change, 
2 showed a slight increase and 2 a slight 
decrease in minute volume. Respiratory de- 
pression characteristic of basal narcosis with 
barbiturates (thiopental and Surital) was not 
observed. Only 4 patients of the 200 showed 
a decrease in the respiratory rate. 

Several patients developed an odd type of 
breathing shortly after induction which was 
characterized by attempts at forced expira- 
tions. The abdominal muscles appeared to 
participate in this bizarre respiratory pattern. 
Two patients undergoing operation in the 
prone position developed marked cyanosis 
which could not be corrected even though 
100 per cent oxygen was administered, an 
endotracheal tube was in place and the pa 
tient had an adequate tidal exchange. No 
blood gas studies were done in these cases. 

B. Circulatory System. Viadril caused a 
noticeable and significant decrease in, blood 
pressure in 60 per cent of the patients. The 
decrease occurred gradually as anesthesia was 
established. A vasopressor intravenously was 
necessary as a restorative in one of 6 patients 
developing the hypotension. Larger than the 
usual doses of a vasopressor ordinarily used 
in spinal anesthesia were required to over 
come the hypotension. In most instances 
Vasoxyl (methoxamine hydrochloride) 20 mg. 
or ephedrine 50 mg. were used. 
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The disconcerting feature of this hypoten- 
sion was a gradual decline in pulse pressure 
occasionally to an alarming degree as the 
operation progressed. This narrowing in pulse 

essure was largely due to a decrease in 
systolic with a well-sustained or even occa- 
sional rise in diastolic pressure. In some cases 
the pulse pressures were as low as 10 mm. 
Hg. The hypotension occurred in the cases 
having supplementation as well as those in 
which Viadril was the sole agent. Approxi- 
mately 10 per cent manifested a rise in systolic 
pressure instead of a fall while 30 per cent 
showed stable blood pressures with little or 
no change. Such readings as 140/120 or 
140/130 were noted on occasions. The pulse 
rate showed no change in 75 per cent, in- 
creased in 21 per cent, and slowed in 4 per 
cent of the patients. The increases in pulse 
rate were in patients who developed the hypo- 
tension. No cardiac irregularities were de- 
tected by palpation. Electrocardiograms, re- 
corded continuously, on 6 patients showed 
no change during anesthesia. 

The diastolic rise suggests that the periph- 
eral resistance is increased. The decline in 
pulse pressure is not easily explained. How- 
ever, since it occurred in the presence of a 
well-sustained diastolic blood pressure, it 
suggests a decrease in stroke volume. Cardiac 
output studies were not done. 


Metabolic Effects 


Blood glucose was studied in 5 patients, 
4 of which received nitrous oxide and one 
Viadril alone. Specimens for analysis were 
drawn at induction, and at 15 minute, 30 
minute and one hour intervals. No significant 
changes occurred. Liver and renal function 
tests were not done. The exact fate of the 
compound in man is not known. Preliminary 
unconfirmed observation thus far suggests the 
drug is excreted in the urine as pregnane- 
dione. 


Reflex Activity 


Most patients tolerate an oropharyngeal 
airway as soon as the lid reflex is lost. Cough- 
ing and gagging were uncommon. When it 
occurred it was a sign of light anesthesia and 
disappeared soon after an additional fraction 
of drug was administered. Salivation and 
mucous secretions were no problem. The drug 
is devoid of the laryngospasmogenic activity 
manifested by the thiobarbiturates, thiopental 


and Surital. Bronchospasm likewise was not 
observed. 
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Tracheal intubation is possible with Via- 
dril alone because the tracheal reflex, like 
the pharyngeal, is obtunded by Viadril. In- 
tubation was not easily accomplished unless 
attempted 5 to 10 minutes after the lid reflex 
was lost. Larger doses of Viadril are required 
if the patient is intubated than if he is not. 
“Bucking” and coughing due to the presence 
of the tube in the trachea invariably occurred 
unless a local anesthetic was instilled trans- 
tracheally before intubation. The relaxation 
for laryngoscopy was inadequate in most in- 
stances with Viadril alone. Approximately 
one-fourth of the intubations required suc- 
cinyl choline as an adjunct to obtain relaxa- 
tion. 


Viadril appears to induce a certain degree 
of analgesia. Painful procedures which in- 
variably elicit reflex activity when attempted 
using thiopental as a basal narcotic could be 
performed without difficulty with Viadril. 
Such procedures as aortograms during which 
considerable reflex activity develops as the 
dye is injected, or encephalograms during 
which arousal occurs when the air is injected 
were performed with less difficulty using 
Viadril than thiopental. The reflex activity 
ordinarily noted from periosteal stimulation 
during orthopedic procedures did not appear 
or was controlled with greater ease using 
Viadril with nitrous oxide than when using 
thiopental-nitrous oxide. Reflex activity due 
to painful stimulation was less apparent in 
older subjects than in the younger or in 
children. This obtunding of reflex activity 
was apparent only when the patient was un- 
conscious. Patients who had awakened re- 
sponded to painful stimuli in the same man- 
ner as those receiving other drugs. 

Premedication did not influence the quan- 
tity of drug required. Five per cent were 
given a barbiturate and an anticholinergic 
drug and with no narcotic for premedication. 
The majority of patients were premedicated 
as they ordinarily are for any general anes- 
thesia. The most frequent combination for 
premedication was morphine gr. 1/6 and 
atropine gr. 1/150 30 to 60 minutes prior to 
induction. Supplemental doses of morphine, 
meperidine or other narcotics were not used. 


Comment 
Pain upon injection and varying degrees 
of phlebitis were the most vexatious compli- 
cations. Some degree of venous irritation was 
observed in 35 per cent of the patients. We 
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teel this is a major disadvantage. The inci- 
dence and severity can be reduced somewhat 
but not eliminated entirely by resorting to 
the use of dilute solutions, slow administra- 
tion, large bore needles, selecting veins of 
large caliber and avoiding the veins in the 
legs. This venous irritation, on occasions, pro- 
gressed to a full-blown thrombophlebitis. This 
irritation may be a parallel phenomenon to 
the sclerosing action of soapy compounds 
such as sodium morrhuate. Viadril is chem- 
ically akin to soaps being the sodium salt 
of a sterol. In all instances except one the 
signs of venous irritation cleared rapidly. In 
most patients it lasted less than 24 hours. In 
the one instance a slough developed at the 
site of injection. In 10 patients specimens of 
blood drawn 30 and 60 minutes after induc- 
tion showed no evidence of hemolysis in the 
supernatant serum when centrifuged. 

The hypotension, the narrowing of the 
pulse pressure, and elevation in diastolic 
pressure are objectionable features which re- 
quire further study, particularly in regard 
to the mechanism causing them before they 
can be dismissed lightly. 

Neuromuscular phenomena were noted in 
5 per cent of the patients. These varied from 
shivering in some, twitchings of groups of 
muscles in others, to generalized tremor in 
others. These were noted on induction in a 
number of instances but most often during 
emergence. They were transient and not 
alarming in most cases. Those which were 
noted on emergence, we believe, were ob- 
viously due to true shivering since some of 
the patients who were awake stated they were 
cold. Rectal temperatures were found to 
be subnormal. In other instances cause of 
the tremors was undetermined. Intravenous 
sodium phenobarbital was effective in con- 
trolling them and was necessary in three 
instances. 

Viadril is most suitable when used as a 
basal narcotic and analgesic in combination 
with nitrous oxide-oxygen. The long latent 
period is objectionable to those who are im- 
patient and who are inclined to sacrifice 
safety for speed. We found this to be no 
detriment when allowance was made for it 
in our preparations. The long latent period 
is possibly due to the slow penetration of the 
drug through the blood-brain barrier. 


Summary 
Viadril, a steroid devoid of hormonal ac- 
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tivity, has been used as a basal narcotic and 
analgesic in combination with nitrous oxide 
in 125 patients, and alone in 75, undergoing 
various surgical procedures. A sufficient de. 
gree of analgesia and hypnosis is obtained 
using the drug alone for procedures such as 
encephalograms, aortograms and angiograms, 
The drug is not sufficiently potent for use 
as a sole agent for major types of surgery, but 
is effective when combined with nitrous 
oxide. Muscle relaxation is moderate. Major 
surgery requiring extreme degrees of relaxa- 
tion cannot be done unless muscle relaxants 
or ether are added. It differs from thiopental 
and similar barbiturates in the following re. 
spects: (1) a latent period of 5 to 10 minutes 
elapses before establishment of anesthesia; 
(2) a single initial dose is sufficient, and frac- 
tionation or “continuous drip” technics are 
not necessary; (3) reflex activity is obtunded 
almost completely when the patient is sub- 
jected to painful stimuli; (4) respiration is 
not depressed; (5) laryngeal and bronchial 
spasm do not occur; and (6) the gag and 
laryngeal reflexes are obtunded so that oro- 
pharyngeal, nasal and tracheal airways are 
tolerated. 


Pain on injection and phlebitis were noted 
in 35 per cent of the patients. A decline in 
blood pressure occurred in nearly 60 per cent 
of the patients. Over 25 per cent of the total 
group manifested an elevation of the diastolic 
pressure or a narrowing of pulse pressure with 
a sustained diastolic pressure or both. The 
significance of this requires further study. 
This effect on the circulation may be a de. 
terrent to its use. Twitching, shivering, and 
similar neuromuscular phenomena were noted 
during the latent period while anesthesia was 
being established or upon emergence. 

Regardless of the future of this drug one 
must concede that it is one step further 
toward the goal of an intravenous drug which 
is truly anesthetic. It may be the stepping 
stone to the discovery of a more suitable 
sterol. 


Obviously a wider clinical experience and 
more detailed clinical investigations concert 
ing its pharmacology are necessary before 2 
positive statement is made concerning ib 
worth. 
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Viadril as an Intravenous Anesthetic 
Drug: A Clinical Evaluation 


A Preliminary Report* 


ORAL B. CRAWFORD, M.D., GORDON F. WISE, M.D., and 
W. W. TILLMAN, JR., M.D., Springfield, Mo. 


The authors present their evaluation of Viadril, pointing out complications from its use. 
Surely more study is needed before this drug can be recommended for general use. 


Introduction 


THE UTILIZATION OF THE INTRAVENOUS ROUTE 
for administering a drug is considered the 
most exact method for establishing a desired 
concentration in the blood stream. It also of- 
fers an opportunity for a rapid onset of a 
catastrophic incident should the administrator 
be unappreciative of the pharmacologic ef- 
fects and side effects that might accompany 
its use. For numerous reasons anesthesiologists 
are among those who use this route of ad- 
ministration most frequently, and therefore 
are continually interested in finding drugs 
which possess more desirable qualities than 
the ones in current use. It is the purpose of 
this report to present a clinical evaluation of 
a water soluble steroid used as a drug for in- 
travenous anesthesia. 


Chemistry and Pharmacology 


Viadrilf is a white crystalline substance, 
water soluble, with a molecular weight of 454. 
It is, however, rather unstable as a solution, 
the saline solution being considerably more 
stable than an aqueous one. In a 1 per cent 
aqueous solution prepared for intravenous 
use, a precipitate is noted within 24 hours. 
However, a 1 per cent saline solution may not 
show a precipitation for as long as 3 days 
at room temperature. Solutions in 5 per cent 
glucose in water are most unstable. When 
water or saline solution is added to the rub- 
ber sealed vials in which the drug is supplied, 

*Read before the Section on Southern 


Anesthesiology, 
Medical Association, Forty-Ninth Annual Meeting, Houston, 
Tex., November 14-17, 1955. 


tViadril is the trade name of Charles Pfizer and Company, 
Inc., for 2l-hydroxypregnanedione sodium succinate. 


a precipitate is not detected for 3 days in 
the aqueous solution and up to 8 days in the 
saline solution. Oxidation is believed to be an 
important factor influencing the stability. It 
is reported that Viadril does not possess a 
hormonal effect, cause salt retention in thera- 
peutic doses, or produce demonstrable toxic 
effects on vital organs.1 The cis-isomer is pre- 
ferred to the trans-isomer because of its 
greater solubility.2 This is of considerable 
significance as will be presented under the 
section on Complications. 


Administration 


The selection of a technic for administering 
a new intravenous anesthetic drug requires 
consideration of the variables that are used 
in selection of a given technic for any pro- 
posed anesthetic. A review of the known phar- 
macologic properties of that drug is manda- 
tory before attention may be directed to its 
administration. It would be inadvisable to 
improvise a new technic without considera- 
tion of the principles and technics used in 
administering the drugs currently employed 
for intravenous anesthesia. Whereas the bar- 
biturates, and specifically Pentothal Sodium, 
comprise the majority of these drugs, it is 
unavoidable that our initial technics would 
be directly influenced. It was decided that 
the study would begin with the substitution 
of Viadril for Pentothal Sodium in technics 
where the latter drug was employed as part 
of a balanced anesthetic. 


After a brief experience had been gained, 
the method of study selected involved 100 
anesthetics divided into five groups. Each 
group would be subjected to a modification in 
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administration and the results be compared 
to evolve the technic most suited to the use 
of Viadril. 

The first four groups were to receive nitrous 
oxide and oxygen by the denitrogenation and 
maintenance technic, with muscle relaxants 
and intravenous meperidine as indicated. The 
relatively weak concentrations of the Viadril 
solutions selected were based on the fact that 
dilute solutions are more controllable when 
administration is by such a direct route. 


The first group was given a 1 per cent 
solution, which was placed in 50 cc. syringes 
for accurate measurement of the intermittent 
injections. The use of a three way stopcock al- 
lowed an intravenous drip of 5 per cent 
glucose in water to maintain patency in the 
needle and to help keep the veins emptied of 
Viadril. Two variations of dosage increments 
were employed. In one, small increments in 
the order of 100 to 200 mg. were injected at 
intervals as indicated by the status and re- 
sponse of the individual patient. In the other 
variation, 500 mg. increments were injected 
rapidly at 5 minute intervals, the number of 
increments being dictated by the magnitude 
of the proposed surgery. 


For the second group, 5,000 mg. of Viadril 
were added to 500 cc. of normal saline to 
make a 1 per cent solution. Fifteen hundred 
milligrams were then administered within a 
5 minute period through an 18 gauge needle. 
An infusion of 5 per cent glucose in water 
was then connected to the tubing and the 
Viadril discontinued. When the time of anes- 
thesia exceeded one and a half hours, the 
Viadril solution was again connected and 500 
mg. of the drug administered. This latter 
procedure was repeated at one hour intervals 
as determined by the length of the operation 
and response of the patient at that time. 

The third group received 500 mg. (1 per 
cent solution of Viadril) within 5 minutes, and 
1,000 mg. during the next 15 to 20 minutes. 
Subsequent injections were by the criteria as 
outlined for the second group. 

The fourth group was given 300 to 500 mg. 
of Viadril within 5 minutes, the dose depend- 
ing upon the age and response of the patient 
to the premedicant. Beginning with this 
group, the Viadril was prepared and used as 
a 0.5 per cent solution rather than the | per 
cent. The subsequent rate of administration 
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and the dosage given prior to the onset of 
operation was to be dependent upon the re. 
sponse to the stimulus of the cleansing of the 
operative site, the depressing effect of the 
initial dose of Viadril, the depressing effect of 
the premedicant, and the extent of the initial 
operative stimulus. The Viadril was continued 
as a slow intravenous drip throughout the 
procedure in this group. 


As soon as the patients were somnolent 
enough to tolerate a mask, denitrogenation 
was carried out using 3,500 cc. nitrous oxide 
and 1,500 cc. oxygen over a 10 to 15 minute 
period. Flow rates were then maintained at 
500 cc. of each gas. After a very few anes. 
thetics it became apparent that curare, De. 
merol, or both, must be added if this method 
of anesthesia was to be used successfully in 
major procedures with extensive painful stim. 
ulation or manipulation. In many instances, 
controlled ventilation was used in lieu of ad. 
ditional drugs. Unfortunately, a careful 
analysis of the statistics derived from each 
group failed to indicate conclusive evidence 
that any particular technic used offered a de. 
cided advantage over the others. Rapid ad- 
ministration of the dosage did permit intuba- 
tion and subsequently a respiratory depression 
without consistent cardiovascular changes. 
Slower and more prolonged administrations 
of equal dosages of Viadril failed to eliminate 
any of the disadvantages to any degree. 

Whereas Pentothal Sodium is often used 
for induction with cyclopropane technics, a 
fifth group was given 500 mg. of Viadril at 
intervals varying from 5 to 10 minutes prior 
to introducing the cyclopropane-oxygen mix- 
tures. No subsequent Viadril was used in this 
group. Viadril acted as an effective basal anes 
thetic for these patients. However, the high 
incidence of thrombophlebitis and the in 
creased respiratory depression accompanying 
its use with cyclopropane anesthesia, over 
shadowed its advantages. 


The dosages employed in this series ranged 
from 350 mg. to 2,500 mg., and was dependent 
on the status and response of the patient and 
the length and magnitude of the surgical pro 
cedure. Premedication consisted of morphine 
or Demerol combined with atropine or scopol 
amine, in dosages compatible with the pt 
tient’s age and physical status, one hour be 
fore operation. A wide range of operative pro 
cedures was included in this series, consisting 
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of operations on the head and neck, thoracoto- 
mies, abdominal surgery, pelvic and perineal 
surgical procedures, as well as operations on 
the extremities, skin, and breasts. Patients 
were selected for the investigation and most 
were in good physical condition, although 
some hypertensive and cardiac patients were 
deliberately chosen. 


Observations 


Cardiovascular System. The hypotension 


* associated with the use of Viadril was most 


disconcerting. The pattern which it followed 
was constant. However, its appearance was 
not always predictable. The systolic blood 
pressure dropped considerably, while the dia- 
stolic pressure remained relatively constant, 
thereby resulting in a lowered pulse pressure. 
The pulse pressure remained depressed for a 
time that seemed to parallel total dosage. If 
the hypotension was a result of loss in periph- 
eral resistance, a compensatory tachycardia 
should have resulted. The pulse rate, how- 
ever, did not often correlate with concom- 
itant changes in blood pressure. Unex- 
plained tachycardias were occasionally seen 
in normotensive patients, and a pulse rate 
within normal range was frequently noted 
during hypotensive episodes. This would in- 
dicate that some consideration must be given 
to the myocardial effect of the drug, which is 
difficult to assess clinically. Only one arryth- 
mia was noted in this series. The vasopres- 
sors varyingly effected a rise in systolic blood 
pressure, depending on the drug chosen and 
its inherent pharmacologic effects. Two car- 
diac patients who had received previous anes- 
thetics from one of us for major surgical pro- 
cedures without mishap were given Viadril for 
cholecystectomy and thyroidectomy, respec- 
tively. When Viadril was administered, both 
patients had peripheral collapse within 20 
minutes, shown by a complete absence of 
blood pressure. Both responded to an intra- 
venous infusion containing Neosynephrine. 
Hypertensive patients were affected by the hy- 
potension associated with Viadril administra- 
tion to a proportionately greater extent than 
normotensive patients. Definite pain during 
injection that extended along the venous dis- 
tribution up to and beyond the shoulder 
girdle was noted in 37 patients. 


Respiratory System. Patients developed a 
gradual respiratory depression following the 
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administration of Viadril. This usually took 
20 to 30 minutes, and was seen accompany- 
ing doses as low as 500 mg. in a person of 
average size with moderate premedication. 
Cessation of respiration was not uncommon 
when high concentration in the blood stream 
was obtained. It was quite easy to produce 
apnea necessitating artificial ventilation when 
a minimum of assisted respiration was ap- 
plied during this depressed phase. Broncho- 
spasm or laryngospasm was not seen in 
this series. Compensatory tachypnea accom- 
panied decreased tidal volume during respir- 
atory depression. Forced expiration and rapid 
inspiration without evidence of obstruction 
was a consistent observation. Surgical stimu- 
lation activated this depressed respiratory 
function. Caffeine and sodium benzoate was 
an adequate analeptic, while N-allylmorphine 
was ineffective. 


Central Nervous System. Three hundred 
to 500 mg. of Viadril produced hypnosis in 
the premedicated adult patient. This response 
was initially evident in approximately 3 min- 
utes, with 5 to 8 minutes being necessary for 
depression adequate to apply a face mask. In 
8 to 10 minutes a pharyngeal airway was 
tolerated. When intubation was desired, 800 
to 1,500 mg. were necessary, with an inter- 
val of 8 to 12 minutes before introduction of 
the catheter. The response of the central 
nervous system to Viadril varied from that 
seen with the presently employed intraven- 
ous ansthetics, particularly in respect to 
reflex depression. There was a very decided 
depression of the pharyngeal and laryngeal 
reflexes, while the skeletal muscles were not 
appreciably relaxed. The patient’s mandible 
was often not relaxed more than would be 
expected with the corresponding degree of 
hypnosis; as a result some force was necessary 
in introducing the laryngoscope. The endo- 
tracheal tube was well tolerated. 


Analgesia was not produced by this drug, 
and had to be furnished by the addition of 
nitrous oxide or some other anesthetic agent. 
The authors attempted its unsupplemented 
use in minor surgical procedures and found 
that, although patients received large doses of 
Viadril, they usually did not tolerate minimal 
stimuli or manipulation, such as preparation 
of the skin with ether. The use of nitrous 
oxide-oxygen and denitrogenation with an 
over-all interval of 30 minutes for the Viadril 
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to exert its effect often failed to offer enough 
analgesia even for a minor procedure such 
as a breast biopsy. If controlled ventilation 
was initiated, or if Demerol and/or curare 
was added, the resulting state, whatever one 
might term it, was usually adequate for major 
operative procedures. When curare and ni- 
trous oxide were added, the resulting anes- 
thesia resembled that which would be ex- 
pected if these two drugs were used with a 
known intravenous hypnotic. Hilar reflexes 
may have been depressed, but abdominal and 
pelvic reflexes remained active and were very 
disturbing in instances where manipulation 
was excessive, thereby resulting in straining 
by the patient. The over-all depressing effects 
were related to total dosage as would be ex- 
pected. Five hundred milligrams of Viadril 
were maximally effective from 30 to 40 min- 
utes, while dosages as large as 2,000 mg. were 
effective from 90 to 120 minutes. Recovery 
time was not prolonged in any instance and 
was comparable to that from other intra- 
venous anesthetic drugs. 


Complications 


The most common complication was that 
of thrombophlebitis, which was present in 
39 per cent of this series. The course of this 
complication was of short duration and with- 
out sequelae. No correlation could be made 
between those patients complaining of pain 
during injection and the incidence or serious- 
ness of the postoperative thrombophlebitis, 
even though the percentage of these two com- 
plications was almost identical. The change 
from 1 to 0.5 per cent solutions was made 
in the hope of reducing this incidence, but 
the resulting decrease of thrombophlebitis was 
not appreciable. 

The most serious complication seen in this 
series was a severe anaphylactoid reaction as 
shown in the following case. 

A 61 year old woman was to be anesthetized 
for a skin graft of the left leg. The medical history 
was relatively negative, except for a history of syphilis 
some 30 years before and an elevated systolic blood 
pressure. Her V.D.R.L. was positive preoperatively, 
with the rest of the laboratory work being negative. 
In the past three years she had four skin grafts to 
this same area,—once under spinal anesthesia, twice 
under nitrous oxide and Pentothal, and once under 
local, with no apparent complications or sequelae. 

Her preoperative medication consisted of Demerol 
100 mg., scopolamine 0.4 mg. (gr. 1/150) one hour 
before the anesthetic was administered. The patient 
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appeared to be well premedicated and cooperative, 
The preoperative blood pressure was 180/80, pulse 
84. Viadril, 1 per cent solution, and nitrous oxide and 
oxygen were selected for the anesthetic. 

At 7:56 a.m., 500 mg. of Viadril was injected intra- 
venously within a 2 minute period. Five minutes 
later, at 8:01 a.m., the blood pressure was 170/80 and 
the pulse 84. The patient was drowsy but not asleep. 
Another 500 mg. of Viadril was administered and 
denitrogenation with nitrous oxide-oxygen mixture 
was begun. At 8:08 a.m., the blood pressure was 
140/70 and pulse 92; the patient was only slightly 
more depressed. At 8:10 a.m., a third 500 mg. of 
Viadril was given. At this point the patient’s respira- 
tions were still active, with little or no change from 
the pre-anesthetic state. At 8:12 a.m., the patient's 
blood pressure was 90/68 and pulse 102. At 8:15 am, 
the pulse was 108, blood pressure 70/50. Respirations 
gradually became shallow and were assisted. Shortly 
thereafter controlled respiration was necessary. The 
patient appeared to be hyper-reactive throughout the 
period of induction, so that any stimulus, almost re- 
gardless of magnitude, caused generalized movement 
(not convulsive). 

It was noted at this time that a generalized flushing 
was developing, with wheals appearing over the abdo- 
men and thighs. This continued to progress and a 
mild cyanosis became evident. Benadryl 20 mg. was 
given intravenously, and 100 mg. of Cortef added to 
the intravenous solutions. For a short period the color 
and rash improved with little change in the cardio- 
respiratory picture. The operation was started at 8:30 
a.m. A skin graft was removed by electric dermatome 
at approximately 8:35 a.m. The patient’s respirations 
improved, the pulse went up to 118, and the blood 
pressure rose to 90/60. During this period, Cortef 
was continuing to run at a fairly rapid rate via the 
intravenous drip. During the next 30 minutes while 
the graft was being applied, the pressure gradually 
fell back to 80/50 and the pulse stabilized at 100. 
Respirations were normal and the patient was ob- 
viously in a light plane of anesthesia. The flushing 
and urticaria also gradually returned. During this 30 
minutes the right arm, to which the blood pressure 
cuff was attached and into which all fluids had been 
administered, became quite flushed and the hand 
cyanotic. The periorbital tissues were edematous. 
The operation was completed at 9:10 a.m., at which 
time another 20 mg. of Benadryl was administered 
intravenously. 

The patient was closely observed during the next 
few hours and the following course noted: The 
left fingers now showed cyanosis, the same get- 
eral flushing and urticaria continued over the next 
four hours in spite of the intravenous administration 
of an additional 100 mg. of Benadryl over a 20 minute 
period and the concomitant administration of intra 
venous Cortef. The patient was supported with oxygen 
and intravenous Levophed during this period. There 
was no evidence of laryngo-edema or bronchospasm. 

The urticaria and flushing began to improve ap 
proximately 4 hours postoperatively. Reflexes returned 
shortly thereafter, however, the patient would no 
respond to questions for 8 to 10 hours postoperatively. 

The right hand retained its cyanosis for 6 to 8 hours 
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after onset. The right antecubital space became edema- 
tous and quite flushed and required ice packs over 
a two day period. The actual site of injection was the 
wrist, and no redness or thrombosis was noted at that 
site. 

The patient recovered completely. There was no 
nausea or vomiting, and urinary output was main- 
tained throughout the postoperative period. 

The explanation offered? for this complica- 
tion was the presence of a high percentage 
of the relatively insoluble trans-isomer in this 
drug lot. This may have resulted in showering 
the system with multiple minute emboli. Al- 
though the cis-isomer and trans-isomer have 
similar anesthetic potency, the solubility of 
the cis-isomer makes it more desirable. The 
drug furnished at the present has only a 
trace of the trans-isomer. No similar reactions 
were noted. 


Summary 


A clinical evaluation of the utilization of 
a steroid for intravenous anesthesia in 100 
anesthetics is reported. 

Viadril is capable of producing hypnosis 
without demonstrable analgesia. Hypotension 
isa relatively common sequela to its adminis- 
tration. Respirations are depressed after a 20 
to 30 minute period, with apnea resulting in 
some patients after a large dosage. It defi- 
nitely depresses the laryngeal and pharyngeal 
reflexes. Muscle relaxation is minimal. 

The high incidence of thrombophlebitis 
and pain during injection is objectionable to 
the patient, surgeon, and anesthesiologist. 

The lag period between administration and 
objective response is a decided disadvantage 
to the administrator, who must rely on this 
response to properly evaluate the effective 
dosage, as is possible with the more commonly 
used intravenous anesthetics. 

Viadril does not furnish the pharmacologic 
advantages necessary to replace present intra- 
venous anesthetic drugs. However, it possesses 
certain qualities that suggest continued in- 
vestigation of related steroids which might 
furnish a clinically acceptable drug. 
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Discussion (Abstract) 


Dr. John Adriani, New Orleans, La. Ever since 
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Horace Wells conducted a demonstration at the Massa- 
chusetts General Hospital in which he attempted to 
pull a tooth and the patient cried in pain and the 
demonstration was called a failure, we have been 
making attempts to make nitrous oxide a good anes- 
thetic. Some of our predecessors have used a direct 
approach. They have added ether, morphine and 
other drugs to nitrous oxide to fortify it. In recent 
years most of us have been using the indirect ap- 
proach. A new drug is introduced and we say “Here's 
a new anesthetic.” It is tried for some time and we 
then hear this comment “It is not good unless you 
combine it with nitrous oxide.” Dr. David A. Davis 
reported at the Houston meeting that they combined 
Dolitrone with nitrous oxide. We all combine Pento- 
thal which is supposed to be an intravenous anesthetic 
with nitrous oxide. We find we cannot use it alone. 

Viadril fits into the same category of non-volatile 
drugs which we have been discussing. Non-volatile 
drugs are not complete anesthetics but basal narcotics. 
The history of anesthesiology is filled with descrip- 
tion of attempts to make nitrous oxide a better anes- 
thetic. Viadril, like the others, is another attempt to 
make nitrous oxide good. Even Dr. Lester Rumble, 
Jr.. (South. M.J. 49:368) will report how good his 
nitrous oxide anectine technic is, but actually what is 
he doing? He is giving a patient nitrous oxide anes- 
thesia. If the patient moves or groans and grunts, what 
does he do? He puts an endotracheal tube in his 
trachea and inactivates him with succinyl choline so 
that he cannot resist or complain. 

Viadril, I think, should not be dismissed lightly 
as being of no value. It has many drawbacks such 
as we have indicated. I think the reduction in pulse 
pressure with the well-maintained diastolic pressure 
is significant. To me it indicates that the cardiac out- 
put is reduced. The phlebitis is certainly something 
to be concerned about as well as the shivering or 
other neuromuscular phenomena that we see at the 
conclusion of the operation. Those are things that we 
have to investigate further, they might be serious 
things. 

The drug itself opens up a new avenue of investi- 
gation. There are many sterols which are said to have 
anesthetic properties which have not been investigated 
from the standpoint of human anesthesia. I under- 
stand from the chemists and pharmacologists working 
in this field that there are other possibilities besides 
Viadril. A compound may be found that may be 
better than Viadril. Viadril may be a stepping stone 
for something else, so I think it should not be dis- 
regarded and if something else is found we will at 
least have information that we can use to make com- 
parisons. 

Quite a few people are using Viadril. If you inquire 
about it from them you will get a variety of opinions. 
We actually have little or no scientific data concern- 
ing the effects of the drug in man. We have many 
impressions and impressions can be wrong and they 
lead us far astray. What is needed is more human 
pharmacology. Cardiac output and blood gas studies 
should be done. We do not have such data. 

Another thing I would like to mention is that the 
people who manufacture this drug seem to be in a 
hurry to have the drug accepted and released. I 
think such a move might be detrimental because 
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sometimes a drug if used indiscriminately before it 
is thoroughly studied and evaluated and a bad re- 
sponse occurs in the hands of one who is careless 
could slow up its progress. I am inclined to caution 
the manufacturers to go slowly in having this com- 
pound released. It should be thoroughly studied before 
it is offered to the medical profession. 

Dr. Harold F. Chase, Philadelphia, Pa. I can add 
nothing to the discussion that has been given. How- 
ever, I would like to ask a question. I do not remember 
the pH of the preparation. I wonder if the manufac- 
turer has made efforts to prepare the drug in such 
a way that it will be a little more elegant pharma- 
cologically, and whether very dilute amounts of other 
solvents have been added to the water in order to 
try to make a more elegant pharmaceutical prepara- 
tion that may be less painful on injection. 

Dr. Fred Woodson, Tulsa, Okla. 1 want to dis- 
cuss this subject from a medicolegal standpoint. I 
am conscious that changes have been made, as all of 
you know, but there are at least six or seven lawsuits 
in the country on well-established intravenous types 
of anesthesia. I gave two anesthetics of Pentothal about 
2 months apart to the same patient. The patient 
paid me promptly for both anesthetics and there 
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was no comment as to any disability, any pain, 
or anything else. I was openly confronted with an. 
other lawsuit because they alleged that she had 
paralysis of the arm. This woman did submit to ade. 
quate neurologic examination which shows no defect, 
although she did have some shoulder pain. Her at- 
torney kept her arm in a sling for a period of two 
years. We took telephoto moving pictures of her in 
all types of activities, such as driving a car, hanging 
out clothes, doing washing, and other things, of which 
she knew nothing, until the day before the trial, 
when she caught the fellow who had been doing this 
for me. Then they withdrew the lawsuit. That is 
one way to win one. 

I say that any drug in which one finds a 35 per 
cent and a 37 per cent incidence of venous irritation 
which may subside within 12 hours, or which may 
persist longer, and even may have some sclerosing 
effect that may mean permanent disability, the drug 
presents a hazard to those who use Viadril. I would 
say the use of this drug should be continued in scien. 
tific research, in centers that have adequate facilities 
to explore all of its complications adequately without 
being used in the so-called practice of anesthesia. Do 
not be too enthusiastic about it. 
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New Concepts in the Action of 


Analgesic Drugs 


ARTHUR S. KEATS, M.D.,+ Houston, Tex. 


The interrelationships of morphine and nalorphine offer an interesting field for 


further exploration. 


THERE ARE NOT MANY DRUGS used in medicine 
to which specific antagonists exist. When an 
instance of drug antagonism is discovered, 
some speculation as to the mode of action of 
the drugs involved is inevitable. Admittedly 
no explanation of the mode of action of drugs 
on cells will be satisfactory until the nature of 
protoplasm and cell activity itself can be more 
adequately described. Yet inquiry into such 
areas can stimulate a better, however poor, 
understanding of drug action. 

The discovery of morphine-nalorphine an- 
tagonism is such an instance. Nalorphine 
(N-allylnormorphine) has provided a tool not 
only for the study of drug antagonism but also 
for study of certain aspects of morphine ac- 
tion. The purpose of this paper is to pre- 
sent some recently collected data on the phar- 
macologic actions of nalorphine and to discuss 
their implications as to the concept of the de- 
velopment of physical dependence to nar- 
cotics. 


Pharmacology of Nalorphine 


Nalorphine is in a sense two drugs. Its 
particular actions depend on the history of 
previous administration of morphine or other 
narcotics. When given without any previous 
narcotic it acts like morphine; when given 
after morphine it reverses morphine effects. 
This can be illustrated by data collected in 
our laboratory. 


Analgesia. Most studies in animals have 
failed to demonstrate any analgesia from 
nalorphine administration. Yet Lasagna and 
Beecher! were able to show definite analgesia 
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in man when nalorphine was used to treat 
postoperative pain. They estimated that ap- 
proximately 15 mg. of nalorphine produced 
analgesia equivalent to 10 mg. of morphine. 
These investigators however alternated doses 
of morphine and nalorphine in individual pa- 
tients. By so doing it is likely that on some 
occasions in this experiment nalorphine acted 
as a morphine antagonist and on others as a 
morphine-like drug. 

We have repeated their experiment, modi- 
fying it only in that nalorphine was alternated 
with a placebo in individual patients in the 
treatment of postoperative pain. The inci- 
dence of relief of pain was compared to that 
from data similarly collected using morphine. 
Our data (Table 1) indicate that nalorphine 
is a potent analgesic, even more potent than 
morphine, and confirm our suspicion that in 
the study of Lasagna and Beecher, nalorphine 
was at times analgesic and at other times an- 
tagonized the analgesia of morphine. 

Subjective Effects. Nalorphine (10 mg.) 
was given to 20 patients on their second post- 
operative day following minor surgical proce- 


dures at a time when they were without pain 


or other discomfort. They were interviewed 
three times during the two hours following 
administration of the drug and their responses 
to simple questions were recorded. A similar 
study was made of the subjective effects of 


TABLE 1 


ANALGESIC POTENCY OF NALORPHINE 
COMPARED WITH MORPHINE 


Drug Morphine Nalorphine 
Dose 10 mg. 10 mg. 
Number of patients 38 20 
Number of doses 71 43 
Per cent with relief 69.0 74.5 
Per cent with relief with placebo 33.8 23.3 
Per cent with relief greater than placebo 35.2 51.2 
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TABLE 2 


SUBJECTIVE EFFECTS OF NALORPHINE (10 MG. 
SUBCUTANEOUSLY) IN PATIENTS WITH AND 
WITHOUT PREVIOUS MORPHINE 


No Previous After Previous 
Morphine Morphine 


Number of Patients 20 45 

Incidence of: Percentage 
Nausea 20 44 
Itching 15 0 
Hallucinations 15 2.2 
Unreal dreams 80 58.8 
Dizziness 70 46.7 
Restlessness 5 22.2 


nalorphine in a second group of 45 postoper- 
ative patients who had had major surgery and 
postoperative pain. These patients had re- 
ceived from 30 to 100 mg. of morphine prior 
to receiving nalorphine. Some differences in 
the drug effects in these two groups are listed 
in table 2. Not all of these differences are 
statistically significant, but a different pattern 
of subjective effects is suggested depending on 
the previous administration of morphine. 

Cerebrospinal Fluid Pressure. The effects 
of morphine and nalorphine on the cerebro- 
spinal fluid pressure have been compared in 
19 patients. Some of these patients received 
nalorphine followed by morphine; others re- 
ceived morphine followed by nalorphine. 
These data are summarized in figure 1, again 
illustrating the dual action of nalorphine. It 
is likely that these changes in cerebrospinal 
fluid pressure are secondary to changes in 
arterial carbon dioxide tension resulting from 
alterations in alveolar ventilation.? 


Respiration. Several investigators have 


FIG. 1 
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CFFECT OF NALORPHINE ON CSF PRESSURE 
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Effects of morphine and nalorphine on cerebrospinal fluid 
pressure in man, varying with order of administration. 
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demonstrated that nalorphine given to nor- 
mal man is a respiratory depressant. There 
are many clinical reports describing stimula- 
tion of respiration by nalorphine after an 
overdose with any of several narcotics. These 
same effects on the respiration of animals 
have been shown repeatedly. However, there 
are also reports which describe circumstances 
under which nalorphine did not antagonize 
the respiratory depression of morphine.*4 We 
have attempted to investigate the circum- 
stances under which antagonism of respiratory 
depression will or will not occur. 


Normal subjects were given 10 mg. of mor- 
phine intravenously and the expected respira- 
tory depression was measured by estimation of 
alveolar pCO, and alveolar ventilation while 
subjects were breathing 100 per cent oxygen 
or 3 to 4 per cent CO, in oxygen. When 
nalorphine (10 mg.) was given intravenously 
one hour after morphine, no stimulation of 
respiration was observed, and in some sub- 
jects a further decrease in ventilation was pro- 
duced. This identical procedure was repeated 
(when possible with the same subject) with the 
exception that an additional subcutaneous 
dose of 15 mg. of morphine was administered 
5 hours prior to the intravenous dose of mor- 
phine. Now when nalorphine was given, 
marked stimulation of respiration occurred. 
The data of one such experiment are pre- 
sented in figure 2. 

Other Actions of Nalorphine. The effects 
of nalorphine known to occur in man when 
no previous narcotic has been given as well as 
those actions of morphine known to be antag- 
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TABLE 3 


SUMMARY OF ACTIONS OF NALORPHINE REPORTED 
TO OCCUR IN MAN AND ACTIONS OF MORPHINE 
ANTAGONIZED BY NALORPHINE IN MAN 


Actions of 


Morphine Actions 
Nalorphine in Antagonized by 


Normal Man Nalorphine in Man 
Respiratory depression Respiratory depression 
Sedation Sedation 
Analgesia Analgesia 
Bradycardia Bradycardia 


Increased intestinal tone 
Increased choledochal pressure 
Nausea Hypotension 


Increased intestinal tone 


onized by nalorphine in man are summarized 
in table 3. 


Mechanism of Nalorphine Action 


It is apparent from the data presented that 
nalorphine should be considered as two drugs 
whose exact action depends on the history of 
previous narcotic administration. The several 
theories set forth to explain the mechanism of 
this remarkable situation have been reviewed 
by Lasagna.> Our purpose here is to consider 
only how the data presented apply to the 
theories proposed. 


The most commonly proposed mechanism 
to explain morphine-nalorphine antagonism 
has been recently described as “the phenom- 
enon of drug competition whereby the antag- 
onist, a drug with weak but definite narcotic 
activity, displaces a chemically or pharmaco- 
logically related drug with stronger narcotic 
activity simply because it has greater affinity 
for mutual receptor cells." This explana- 
tion is difficult to accept. Certainly no data 
we have collected can support the statement 
that nalorphine is a weak narcotic. Nalor- 
phine is a more potent analgesic than mor- 
phine; its subjective side effects are as fre- 
quent and often more distressing than mor- 
phine;17 it is a potent respiratory depressant. 
Substitution of nalorphine for morphine at 
“receptor cells,” whether these be entire cells, 
cell sites, or enzyme systems, would hardly be 
the replacement with a weak narcotic at least 
in man. One could postulate that nalorphine 
becomes effective by substitution of a lesser 
respiratory depression only after severe depres- 
sion of respiration has occurred by narcotics. 
This has not been borne out by our respira- 
tory data. 


Of greater interest in regard to mechanism 
of action of nalorphine is a consideration of 
those reported instances in which antagonism 
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did not occur. Landmesser, Cobb, and Con- 
verse’ were able to produce definite stimu- 
lation of respiration by nalorphine given to 
patients who had received from 22 to 66 mg. 
of morphine in repeated small doses over a 
period estimated to be about 3 hours. Un- 
published data of Huggins and Moyer® show 
significant stimulation of respiration from 
nalorphine in patients who received 60 to 90 
mg. of morphine intravenously in divided 
doses over a period of 10 to 15 minutes. The 
nalorphine was given about 30 minutes after 
the last dose of morphine. On the other hand, 
Payne® found only transient stimulation of 
respiration and then increased depression 
when nalorphine was given within one hour 
after 15 mg. of morphine. Lasagna and 
Beecher! found no antagonism when mor- 
phine and nalorphine were given together. 
We have found no antagonism when nalor- 
phine was given intravenously one hour after 
morphine. Yet a second small dose of mor- 
phine, plus time, resulted in antagonism in 
the same situation where previously it pro- 
duced no antagonism. 

From the studies just cited it seems that the 
higher the total dose of morphine or the more 
frequent the dose, or perhaps the longer the 
time interval between the administration of 
morphine and nalorphine all have something 
to do with whether or not nalorphine acts as 
an antagonist. In this regard the experience 
of one of our subjects is worth recording. On 
the initial study of respiratory depression, this 
subject received morphine and then one hour 
later nalorphine. At the conclusion of the 
measurements he was happily sedated, relaxed, 
and dizzy. He had dinner and spent a com- 
fortable night in bed. Two weeks later, we 
repeated this experiment with the exception 
of priming him with the dose of morphine 
some six hours before the test as described. 
Now when we administered the nalorphine, 
he became quickly alert, extremely restless, 
uncooperative, impatient, and tried to speak. 
When we had completed our measurements 
and removed the mouthpiece, his first words 
in great anger were, “You so and so’s, you 
took away my morphine.” We were struck 
by the implications of this remark and the 
difference in response on these two occa- 
sions. 


The data support another hypothesis of 
mechanism of action, viz: antagonism by nal- 
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orphine is dependent on the release of what- 
ever changes constitute physical dependence 
to an opiate. Certainly the factors of total 
morphine dosage, of repetition of dosage, and 
of time seem to affect the action of nalor- 
phine. These are the same factors described 
as affecting the intensity of the syndrome of 
morphine abstinence, hence, by definition, the 
degree of physical dependence. Since the 
mechanism of physical dependence is so poorly 
understood, we can only draw a parallel be- 
tween these situations and postulate this re- 
lationship. 

If we accept this hypothesis we must also 
postulate that physical dependence in man (as 
demonstrated by response to nalorphine) can 
develop rapidly after administration of mor- 
phine. Wikler and associates,!1 have shown 
that ‘“post-addicts” develop demonstrable 
physical dependence after only 9 injections of 
morphine. We have reduced this to two 
injections. We must also postulate on this 
basis that combinations of narcotic and antag- 
onist will not result in antagonism of some 
actions and sparing of others (e.g., analgesia 
without respiratory depression) despite recent 
clinical reports. 


We have described circumstances under 
which nalorphine is not an antagonist and 
may even increase the respiratory depression 
following morphine. This has been confirmed 
clinically on several occasions. Because of this, 
the use of nalorphine for diagnosis or treat- 
ment of respiratory depressions of uncertain 
or multiple etiology should be cautious. In 
treating such depressions a small intravenous 
dose should be given, and if no antagonistic 
effect is rapidly obtained further administra- 
tion should be abandoned. 


Summary 


Some recent studies of the pharmacologic 
actions of nalorphine in man have been pre- 


sented. Nalorphine has been shown to be a 
potent narcotic when given without previous 
morphine. It is a morphine antagonist when 
given after morphine. 

Circumstances have been described under 
which nalorphine is not a morphine antag- 
onist. The implications of these observations 
with regard to the mechanism of action of nal- 
orphine have been discussed. Because of the 
possibility of increased respiratory depression, 
caution with the use of nalorphine in the 
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treatment of respiratory depressions of un. 
certain etiology has been advised. 
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Discussion (Abstract) 


Dr. Arthur Tarrow, San Antonio, Tex. I always 
enjoy coming to these meetings. I have an oppor 
tunity to meet old friends, and what is more important, 
to recruit for the Air Force. I will be most happy 
to assist anyone in their problems if I can. Having 
taken care of my Air Force commitments, I would like 
to discuss Dr. Keats’ paper. 

Dr. Keats is one of the better-known research men 
in this field. He has been working with the group 
in Boston, investigating not only nalorphine and mor- 
phine, but many of the other analgesic agents, and I 
think his discussion has a great deal of authority. He 
has written several papers on this and related sub- 
jects. 

The Air Force is interested in something of this 
nature because of the practical problems that occur. 
An officer or an enlisted man in an aircraft at high 
altitudes when wounded, and the aircraft having lost 
its pressurization, is exposed to problems of pain and 
hypoxia. The usual custom, of course, is to have one 
of the crew members inject morphine to relieve pain 
and he is given oxygen from the system on the aif 
craft. What the Air Force would be interested in 
would be something which would antagonize respira 
tory depression from the hypoxia but still maintain 
the analgesia. 

There have been several studies in a preliminary 
phase along this line of a mixture of morphine and 
its antagonist for that purpose. 

The second thing which has occurred is rather pe 
culiar. Addicts are stealing the morphine. This may 
seem unusual but it is a serious matter because the 
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addicts have become aware of the exact placement of 
the morphine in the package. They do not open the 
package, but remove the morphine with a needle. This 
has been occurring quite often. Packages have been 
inspected and found to be free from morphine. 

One of the things that Dr. Keats has brought out 
about nalorphine, which has immediate practical ap- 
plication, is that this agent is a narcotic in itself. If 
one is unaware of the cause of depression, be it bar- 
biturate, ether, etc., it might be wiser to wait to ad- 
minister nalorphine until the source of the depres- 
sion has become known. Certainly, the depression 
would be increased if it were other than narcotic 
depression. 

Perhaps studies such as this will lead to the eventual 
discovery of the action of not only morphine but other 
anesthetic agents. I would like to state there are sev- 
eral papers which disagree with Dr. Keats’ premise of 
the lack of antagonism in mixtures of morphine 
and nalorphine. I think every one of us is aware of 
the work on the action of antagonists to Levodromoran. 
It has gone forward so far that the Hoffman-LaRoche 
Company has put out an ampule of a mixture of these 
two. What they state (and it applies quite well not 
only to Levodromoran but to morphine) is that a di- 
lution of the Levodromoran and antagonist has been 
found where analgesia would be maintained without 
respiratory depression. 

I would like to call on Dr. Adriani who has done 
some very specific work on the clinical testing of this 
material. 

Dr. John Adriani, New Orleans, La. Dr. Tarrow 
has asked if I would comment on this paper. I have 
been interested in this drug from the time it was 
released. I think I was one of the first to have it. I 
think we would be handicapped if someone should 
legislate it out of existence for it has proved useful in 
many instances. 


The drug acts in a more complex manner than we 
think. There is no doubt that the structure of 
allylnormorphine is similar to morphine and there is 
bound to be some overlapping of action. 


Clinically, in cases where the depression from the 
narcotic has been firmly established our results have 
been uniformly good. It is not uncommon to have 
errors made in dosage. For instance, we have had sev- 
eral instances in which 14 gr. morphine was ordered 
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and the individual giving it has figured out 14 plus 4 
equals 4g and instead the patients got 2 gr. instead 
of 1%. Nalorphine certainly has come in handy in such 
instances. We have found that it will not antagonize 
barbiturate depression. We had a group of patients 
in whom there was depression but we were not sure 
of the cause but suspected it might be a narcotic; later 
it turned out to be a barbiturate. The allylnormor- 
phine was of no benefit in these cases. 

We have had addicts brought into our emergency 
room who have had more heroin than they thought 
they were getting. Somebody must have forgotten to 
dilute the drug with lactose. The drug has worked 
well in those cases and has worked equally as well in 
depression from Demerol, methadon and other nar- 
cotics. 


We use 5 mg. at first when dealing with a narcotic 
depression. Five milligrams seem to give an appre- 
ciable response. If the response with 5 mg. is poor, 
we add another 5. If it does not give a response we 
may add 5 more, but ordinarily 5 mg. will tell us if 
we are going to get some stimulation. Our experience 
has been that small doses give a response if one is 
going to get reversal. I know of no case within the 
last year and a half in which we used more than 10 
mg. 

It has been claimed that nalorphine has an analgesic 
effect. We have administered nalorphine to patients 
on the cancer service who were receiving morphine for 
their pain. They knew immediately when we were 
giving them the nalorphine because it nullified any 
morphine effect they had. They saw us coming with 
the drug and would say “Oh, no I don’t want any of 
that.” Even when we did blind tests and gave them 
morphine and alternated it with nalorphine they were 
able to tell which was which. 


We have had no experience with the combination 
of morphine and nalorphine. We have been interested 
primarily in studying the drug by itself and its ability 
to reverse already induced narcotic depression. 

We have also been interested in levallorphan the allyl 
derivative of Dromoran. We find that it behaves iden- 
tically to nalorphine, only it is more potent. One 
milligram appears to be equivalent to 10 mg. of nalor- 
phine. It may have the advantage that it is not under 


the scope of the Harrison Narcotic Law while nalor- 
phine is. 
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Treatment of Creeping Eruption with 


Chloroquine Diphosphate: a Preliminary 
Report 


JAMES W. BURKS, Jr., M.D., New Orleans, La., and 
FREDERICK A. J. KINGERY, M.D.,; Keesler Air Force Base, Miss. 


Since the management of this parasitic infestation is difficult at best, this preliminary report of 
a new approach is of interest. Further trial is needed to establish its efficacy. 


CREEPING ERUPTION, or larva migrans, is a 
parasitic cutaneous disease commonly en- 
countered in the southeastern United States 
during the summer months. It is caused by 
Ancylostoma braziliense, a dog and cat hook- 
worm, the eggs of which are deposited in the 
soil with the feces of the host. The ova ma- 
ture into rhabditiform and later filariform 
larvae, at which stage they may remain living 
for several months unless re-ingested by a dog 
or cat. These filariform larvae penetrate the 
human skin and burrow along the stratum 
germinativum to produce the characteristic 
clinical picture of creeping eruption. 

The incidence of this disease is highest in 
Florida, but increasingly large numbers of 
cases are being seen along the Gulf Coast as 
far west as Texas. The observation of Knox? 
in 1953 that this disease is undergoing west- 
ward migration would appear to be correct. 
The frequency of this disease has increased 
both in Biloxi, Mississippi, and in New Or- 
leans, ninety miles to the west. 

The therapy of creeping eruption, consist- 
ing in destruction of the actively migrating 
larval form of Ancylostoma braziliense, has 
long presented a challenge, especially when a 
large portion of the body is involved. Current 
methods of treatment include cauterization or 
excision of the active part of the lesion, freez- 
ing with solid carbon dioxide or ethyl chlor- 
ide, applications of salicylic acid, iodine, ethyl 
acetate, and injections of Fuadin. Ritchie and 
King? concluded that hexylresorcinol and re- 

+From_the Department of Medicine, Division of Derma- 
tology, Tulane University School of Medicine and Charity 
Hospital of Louisiana at New Orleans, La., and the Depart- 


ment of Medicine, Dermatology Section, Keesler Air Force 
Base Hospital, Miss. 


lated compounds showed the greatest promise 
as possible larvicidal agents. 

In the outpatient clinics of the Keesler Air 
Force Base Hospital on the Mississippi Gulf 
Coast, a number of patients have been seen 
in whom the infestation involved large areas 
of the body surface, making most of the afore. 
mentioned therapeutic approaches extremely 
impractical. Problems arising in the manage- 
ment of these patients have prompted a search 
for an effective agent that could be admin- 
istered systemically. Chloroquine diphosphate 
was used in this particular series, and the fav- 
orable response observed in the majority of 
cases seems to justify this brief report. 

Whereas Ritchie and King,? in their in 
vitro studies on A. braziliense, found Atabrine 
to have no significant larvicidal action within 
twenty-four hours, the possibility remained 
that Atabrine or a related compound, such as 
chloroquine, could have an effect in vivo that 
was not demonstrable in these experiments. 
Since chloroquine is effective in controlling 
the malarial parasite, it was hoped that it 
might have some similar action on the filari- 
form larva of this hookworm. In addition, it 
is almost completely absorbed from the gas 
trointestinal tract, is relatively nontoxic in 
therapeutic dosages, and is known to be de- 
posited in large quantities in the body tissues, 
especially in the liver and the skin. 


Materials and Methods 


This study comprises 11 patients from 
Keesler Air Force Base Hospital, Mississippi, 
and | from Charity Hospital at New Orleans. 
There were 9 male and 3 female patients, 
ranging in age from 2 to 30 years. The diag 
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nosis in each case was established on the basis 
of the clinical picture of the characteristic 
serpiginous “burrow” and a history of con- 
tact with sandy soil, which is known to con- 
tain the larva in this part of the country dur- 
ing the summer months. When the diagnosis 
was doubtful, patients were not included in 
the study. Treatment in most instances con- 
sisted in administration of 0.25-0.5 Gm. chlor- 
oquine diphosphate orally twice daily for 10 
days in adults and 0.125 Gm. twice daily in 
children for the same period of time. Anti- 
pruritic shake lotions and oral Benadryl were 
used when patients complained of severe 
pruritus. 


Results 


Results of therapy are presented in table 1. 
Since the course of creeping eruption varies 
in duration from several weeks to many 
months, it would appear from these prelim- 
inary studies that chloroquine significantly 
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shortened it. Whereas it seems improbable 
that the drug could penetrate into the epi- 
dermis deeply enough to exert any action, the 
encouraging clinical results obtained in this 
study indicate that it must have had some 
influence on the parasite. Within two weeks 
after initiation of therapy, the evidence of 
active disease disappeared completely in all 
but 2 of the patients treated. In the same 
locality in which several of the treated pa- 


tients lived, numerous untreated children and 


adults, who were ineligible for use of facili- 
ties at this military hospital, continued to 
have the infestation. For this reason, they 
could not be accurately followed and cannot, 
therefore, be considered control subjects. That 
these untreated patients continue to have the 
diisease, which disappeared in the treated 
patients, however, strongly suggests that 
chloroquine does exert a curative effect in 
certain individuals. A more detailed study is 
now in progress to elucidate this problem. 


TABLE 1 
EFFECT OF CHLOROQUINE ON CREEPING ERUPTION 


Approximately 12 lesions, all 


Comment Result 


Completely cleared within 15 


active days after treatment 


15 lesions, active 


Completely cleared within 15 
days after treatment 


Duration of Dosage of 
Patient Age Disease Prior Chloroquine 
No. (yrs.) to Treatment (Gm. b.i.d.) 
1 8 4 weeks 0.125 
2 cs 4 weeks 0.125 
3 6 4 weeks 0.125 
4 30 4 days 0.5 
5 22 7 days 0.5 
6 2 3 weeks 0.125 
7 3 1 week 0.125 
8 19 1 week 0.5 
9 30 10 days 0.25 
10 7 2 weeks 0.125 
N 4 3 weeks 0.125 
2 18 1 week 0.25 


12 lesions. Patients No. 1, 2, 
and 3 were siblings living in 
tural community near Ocean 
Springs, Miss. Had severe in- 
= of feet, legs, and but- 


Crawled under car. 50-100 
lesions 


9 identifiable lesions on left 
foot 


Patient retreated and therapy 
still ineffective after one week 


Sibling of patient No. 6; 3 
lesions on buttocks. Retreated 
with inconclusive results. 


1 lesion on sole of foot 


Patient from New Orleans 


Rapid subjective and objective 
improvement 


Rapid objective improvement 


Completely cleared within 15 
days after treatment. Subse- 
quent re-infection, 2 days 
after cessation of therapy, 
healed spontaneously in 3 days 


No activity after 10 days 


Pruritus disappeared complete- 
ly after 3 days’ treatment. 
No activity after 12 days 


Patient did not take medicine 
regularly. Response not good, 
several lesions persisting after 
two weeks 


Patient did not take medicine 
regularly. Response not good, 
several lesions persisting after 
2 weeks. Partial but not com- 
plete clearing of lesions 


Lesions still active at 7 days 
after treatment but no subse- 
quent activity; clear in 15 
days 


Completely cleared after one 
week of treatment 


No activity after 7 days’ treat- 
ment 


No activity after 10 days’ 
treatment 


No activity after 2 weeks 
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A striking case is patient No. 4, a man who 
crawled under his car in sandy soil. When he 
was seen four days later, he had fifty to one 
hundred papular lesions on his back, typical 
of the site of inoculation of the hookworm 
larva. Diagnosis was confirmed by the pres- 
ence of burrows arising from several of the 
papules. Treatment was begun, and progres- 
sion of the disease was greatly retarded, no 
activity being recognizable at the end of 10 
days. 


Summary and Conclusions 


Of 12 patients with typical clinical mani- 
festations of larva migrans who were treated 
with chloroquine diphosphate, 10 had either 
complete clinical involution or definite re- 
gression of the disease within a two week 
period. Lack of cooperation on the part of 
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the patient seemed to explain some of the 
failures partially, at least. 

Dosage and duration of treatment were 
chosen arbitrarily, since the optimal thera. 
peutic schedule has not yet been determined, 
The mechanism by which favorable results 
are produced must also await further study. 
The advantages offered by an effective meth. 
od of systemic treatment of larva migrans are 
obvious, and the favorable results obtained 
in this study seem to warrant further investj- 
gations now in progress. 
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Subtrochanteric Fracture of the Hip: 
Treatment with a Dual Flanged 


Hip Nail’ 


LOUIS P. BRADY, M.D., F. DoWITT STANFORD, M.D., PETER B. 
WRIGHT, M.D., and EUGENE L. JEWETT, M.D.,t Orlando, Fla. 


The authors present their results in the use of their hip nail 


in the treatment of subtrochanteric fractures. 


THE SENIOR AUTHOR GAVE THE FIRST PRELIMI- 
NARY REPORT on the use of the dual flanged 
nail plate in the treatment of subtrochanteric 
and upper femoral shaft fractures in 1951.1 At 
that time, 7 cases had been treated using this 
device. In another paper, read in 1952, before 
the Southern Medical Association,2 7 addi- 
tional cases were added to the first series. 
This paper will add another 17 cases, making 
a total of 31 patients who have been treated 
with this device, all of which are now re- 
viewed. 


Clinical Study 


In this group of 31 patients we have had 
one in the age group 20 to 40 years, 7 in the 
age group of 40 to 60, and the remainder 
were 60 years or over. The results have been 
classified as excellent when they returned the 
patient to the same relative degree of health 
and ambulation as prior to the accident; as 
good when there was some pain, slight limi- 
tation of motion and some limp; and as poor 
when the patient did not become ambulatory 
again or did not return to the same degree 
of health as existed prior to the injury. There 
were 3 deaths within the first two weeks post- 
operatively; 4 others are known to be dead, all 
from unrelated causes, and all of these were 
over 75 years of age at the time of death. 
Seventeen of the patients have been observed 
for over two years, 7 for over one year and the 
remaining 7 were not seen after the first year 
postoperatively. Twelve of the total number 
were classified as having excellent results, 6 as 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


tFrom the Jewett-Wright Orthopaedic Clinic, Orlando, Fla. 


good, and 4 as poor results. There were 5 cases 
in which the patients died before sufficient 
time had elapsed to determine the degree of 
success or failure by use of the nail, 2 are less 
than 6 months postoperative now; we were 
unable to follow-up 2 patients because oper- 
ation was done in other cities (Table 1). 


Indications for Use of Hip Nail 


Certain indications for the use of this de- 
vice have been evolved which in our experi- 
ence makes it preferable to other methods of 
treatment. A severely comminuted fracture in 
this region is perhaps the most difficult to 
handle, and this nail lends itself admirably 
to the immobilization and anatomic reduc- 
tion with adequate fixation of this type frac- 
ture. The long oblique fracture, the patho- 
logic fracture and nonunions resulting from 
various causes also lend themselves to the 
use of this device. Subtrochanteric osteotomy 
under certain conditions also offers indications 
for the use of the dual flanged nail. 


Surgical Technic 


The technic of operation is the same as that 
used for the approach to fractures involving 
the neck of the femur, that is, the upper 
lateral femoral approach. Guide wires are in- 
serted into the neck of the femur at a point 
approximately one and a half inches below 
the crest of the greater trochanter and x-ray 
studies are obtained to select the most satis- 
factory wire over which to drive the nail. In 
the severely comminuted fractures it is usually 
advisable to insert the nail into the neck of 
the femur and then, using bone holding 


1956 | 
the 
vere 
era- 
red, 
ults 
eth- 
are 
esti- 
1s) at 
05:69, 
ns on 
n and 
>mical 


1294 SOUTHERN MEDICAL JOURNAL NOVEMBER 1956 
TABLE 1 
CASES TREATED AND RESULTS 
Deceased 
Years Years 
After Post- Ambulatory Present 
Date of Age at Opera- Operatively to Former Type of Status 
Patient Injury Injury tion and Cause Status Fracture (Living) Complication Result 
E.K. 11/14/49 70 5 3 mos. Paget’s Dis. Ambulatory Broken screw Excellent 
Subtrochanteric 
D.B. 1/16/50 69 2 2 mos. Intertrochanteric Ambulatory Nail broken, in- Excellent 
adequate union, re- 
quiring bone graft 
7 mos. postoperative 
J. Nail 
A.D. 1/16/50 65 1 2 mos. Subtrochanteric Ambulatory None Excellent 
Also fracture 
of patella 
(same leg) 
Mrs. L.V. 2/2/50 86 2 days, Never Subtrochanteric Deceased Deceased 
Anemia, in- with com- 
ternal ob- minution 
struction 
JF. 2/9/50 85 2 weeks Never Subtrochanteric Deceased Deceased 
Coronary with com- 
occlusion minution 
N.W. 5/3/50 40 1 1 5 mos. Deceased None Good 
Pathologic 
fracture meta- 
static cancer 
C.B. 7/25/50 78 2 8 mos. Subtrochanteric Ambulatory None Excellent 
H.C. 4/21/51 69 4 4 4 mos. Subtrochanteric Ambulatory None Excellent 
M.L. 12/27/51 76 2 2 7 mos. Subtrochanteric Deceased None Good 
Endocar- 
ditis, 
pneumonia 
M.M. 4/5/52 69 7 mos. $ mos. Intertrochanteric Ambulatory None Excellent 
G.B. 8/30/53 51 2 3 mos. Mid-third femur Ambulatory None Excellent 
and neck 
E.C, 9/17/52 78 1 1 yr. Subtrochanteric Ambulatory Nail protruded, Good- 
removed, single Final 
flange replaced. 
J.A. 10/25/52 41 2 2 mos. Subtrochanteric Ambulatory Nail broken Good 
Knee pain. at flange 
H.G 10/31/52 72 1 $ mos. Subtrochanteric, Ambulatory None Excellent 
severe com- 
minution 
L.S. 12/5/52 88 5 days Subtrochanteric Deceased Deceased 
Unknown 
K.McF. 12/20/52 33 3 $ mos. Subtrochanteric Ambulatory ewe out, broken Excellent 
ange. 
M.B 2/26/53 81 7 mos. 4 mos. Subtrochanteric, Ambulatory None Excellent 
severe com- 
minution 
N.B 2/27/53 67 Subtrochanteric Unknown No 
follow-up 
S.C. 4/7/53 84 3 mos. Subtrochanteric Deceased 
Stroke 
Mrs.H.M.D. 10/53 72 2 Not yet. Nonunion, spiral Bedridden None Poor 
oblique and 
subcapital 
fracture. Treated 
originally with 
Jewett nail alone, 
then with dual 
flange 
iy. 1/23/54 82 1 1 yr. Subtrochanteric Convalescent Infected Poor 
nail removed 2 
mos. postoperatively 
E.M. 1/23/54 79 1 3 mos. Subtrochanteric Ambulatory None Good 
Osteotomy 
with subcapi- 
tal fracture 
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TABLE 1 (Continued) 


CASES TREATED WITH RESULTS 


Deceased 
Years 
Years Post- Ambulatory Present 
Date of Age at After Operatively to Former Type of Status 
Patient Injury Injury Operation and Cause Status Fracture (Living) Comblication Result 
LY. 3/6/54 73 1 Not yet. Subtrochanteric Living in None Poor 
Maryland in 
nursing home. 
idden 
M.M. 3/16/53 85 2 Oblique Bedridden in None Excellent 
Subtrochanteric nursing home 
F.MacC. 4/5/54 79 8 wks. Subtrochanteric Deceased 
Cerebral 
hemorrhage 
Mrs.R.S. 10/2/54 42 1 Not yet. Subtrochanteric Convalescent None Excellent 
E.E. 11/30/54 67 1 $ mos. Nonunion of Ambulatory None Good 
original severe 
subtrochanteric 
fracture 
C.A. 12/27/54 48 9 mos. 1 mo. Subtrochanteric Ambulatory Nail protruding, Poor 
bone ununited; 
patient walked 
too soon. 
B.P. 1/16/55 55 10 mos. 4 mos. Subtrochanteric Ambulatory None Excellent 
oblique 
Mrs. F.T.P. 4/13/55 86 6 mos. Subtrochanteric Unknown None No 
follow-up 
J.W. 6/16/55 24 2 wks. Subtrochanteric Unknown None No 
severe com- follow-up 


minution 


clamps, the fragments can be brought into 
place and held while the screws are inserted. 
However, each case must be handled accord- 
ing to the problems which present themselves 
on the operating table. General supportive 
measures during operation, such as blood 
transfusions, are very necessary, and in a few 
cases it has been thought advisable to take 
iliac bone grafts for placement around the 
fracture site to promote healing. Where there 
is severe comminution and interference with 
the blood supply to the area, iliac bone should 
always be used. 

Ace bandages are always applied from the 
base of the toes to the groin and left on until 
the sutures are removed on the tenth day. Of 
course, ice caps are put over the operative 
area for the first 48 hours. The patient begins 
active motions of the limb as soon as possible 
and, by and large, the postoperative program 
is similar to that used for the usual patient 
who has had his hip nailed. Ambulation, how- 
ever, is started from one and a half to two 
weeks after the operation. Full weight bear- 
ing is permitted only when solid bony union 
is present. No plaster casts, braces, splints or 


traction have been used in this series of pa- 
tients. 


In only one of our patients have we found 
any appreciable limitation of motion of either 
hip or knee. This one patient had been in a 
spica for many months before being seen by 
us and her knee was very stiff at the time of 
the nailing. Her final range of motion was 
45 degrees for the knee even though that joint 
was manipulated under general anesthesia. 
We believe she will improve in time as she is 
now only 36 years old. 


Case Reports 


D. B. This 69 year old, white man fell from a lad- 
der while at work on January 16, 1950, sustaining an 
intertrochanteric fracture of the right femur, an im- 
pacted fracture of the right wrist and a linear skull 
fracture. 


Three days after his injury an open reduction and 
internal fixation was carried out on the right femur 
using the dual flanged nail. A very excellent reduc- 
tion was obtained and x-ray films one month post- 
operatively showed good callus formation forming. 
X-ray examination 4 months postoperatively showed 
that the dual flange had broken and that an inade- 
quate union was occurring. History at that time re- 
vealed that that patient had become ambulatory on 
his own accord 2 months postoperatively. 
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(Case D. B.) (a) Original (b) 1 week after operation (c) 6 months after operation (d) 7 months after operation (ec) 8 months 
after operation (f and g) AP and lateral views 2 months after second operation (h and i) AP and lateral views 43 months 


after operation. 


Seven months after his injury, because of the mal- 
union and inadequate union, he was again admitted to 
the hospital and the nail removed. A bone graft from 
the ilium was done and a single flanged Jewett nail 
was replaced. His postoperative course subsequently 
showed excellent union and 5 months postoperatively 
he was ambulatory with the aid of a cane only. Films 
taken on September 30, 1953, showed development of 
excellent bony union, The patient had a full range of 
motion of his hip and was asymptomatic (Fig. 1). 

C. B. This 78 year old, white woman sustained a 
subtrochanteric fracture of the right femur. 

Three days later, after her condition had been im- 
proved sufficiently, an open reduction and internal 
fixation with a dual flanged nail was carried out. Her 
postoperative course was smooth. She was discharged 
on the seventeenth postoperative day, ambulatory on 
crutches. Although there was very marked osteoporosis 
present at the site of the fracture, subsequent films 
showed adequate healing and 10 months postoperative- 
ly excellent healing was present. However, it had been 
very slow because of the marked osteoporosis. Two 
years postoperatively she was doing fairly well and was 
ambulatory but had moderate limitation of motion 
in her hip (Fig. 2). 


(Case C. B.) AP and lateral views 26 months after op 
eration. 
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(Case N. W.) (a) Original (b) 3 months after operation (c) 5 months after operation (d and e) AP and lateral views one 


year after operation. 


N. W. This 40 year old Negress had a pathologic 
fracture of the right femur as a result of a metastasis 
from a retroperitoneal sarcoma. 

On May 3, 1950, an open reduction and internal 
fixatior using the dual flanged nail and 10 screws 
was done. She was followed one year postoperatively 
and remained fairly comfortable, ambulatory with 
crutches during the entire time. During this postoper- 
ative period serial x-ray examinations showed that the 


metastatic lesion had become much larger and the hip 
was quite swollen when she was last seen. She died 
one year postoperatively with generalized metastasis 
(Fig. 3). 

M. B. This 81 year old, white woman fell at 
home sustaining an intertrochanteric and subtro- 
chanteric fracture of the left hip on February 25, 1953. 


The following day she was admitted to the hospital 
and an open reduction and internal fixation was car- 
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(Case M. B.) (a and b) Original (c) 2 weeks after operation (d and e) AP and lateral views 7 months after operation. 
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FIG. 5 


(Case J. S. A.) (a) Original (b) 24% months after operation 


ried out using the dual flanged nail. She was up in a 
wheel chair one week postoperatively and was dis- 
charged two weeks postoperatively to home care. Sub- 
sequent x-ray films showed that the fracture was 
healing satisfactorily and that the internal fixation 
device was in good position. She became ambulatory 
6 months postoperatively and was bearing full weight 
but using a crutch to get around 7 months post- 
operatively. She had excellent range of motion and a 
very good result (Fig. 4). 

J. S.A. This 41 year old, white man fell from a tree 
on October 25, 1952, sustaining a comminuted fracture 
in the subtrochanteric region of the left femur. 


An open reduction and internal fixation with dual 
flanged nail was done on the same day and the pa- 
tient’s postoperative course was uneventful. He was 
ambulatory one week postoperatively and against in- 
structions began walking without a crutch 2 months 
postoperatively. X-ray examination at that time 
showed a slight bowing of the flange of the dual 
flanged nail; however, a good bony union was de- 
veloping. Films subsequently show some bowing at 
the fracture site and that the flange had broken from 
the nail. However, two years postoperatively the bone 
was completely healed and no further bowing had 
taken place. He was ambulatory and doing well 
(Fig. 5). 

E. E. This 67 year old, white woman was involved 
in an automobile accident two months prior to being 
seen in the office and had been operated on by a 
doctor in another state. X-ray studies made two 
months postoperatively showed that the screws and 
Parham bands had not held the subtrochanteric frac- 
ture satisfactorily and that a malposition with lateral 
bowing had occurred. 

An open reduction and internal fixation with a 
Jewett dual flanged nail was done on November 30, 
1954, with a very satisfactory reduction of the mal- 


(c and d) AP and lateral views 15 months after operation. 


union and at the same time a large amount of iliac 
bone was laid down around the fracture site to stim- 
ulate healing. The patient became ambulatory on 
crutches on the seventh postoperative day, and 4 
months postoperatively was bearing approximately 
one-half of her weight. At 8 months postoperatively 
x-ray films showed excellent bony union and the pa- 
tient was walking without the aid of crutches (Fig. 6). 

K. McF. This 33 year old housewife was involved in 
an automobile accident on December 20, 1952, and was 
treated with a double spica cast in which she was 
immobilized at the time she was first seen in our 
office on February 11, 1953. X-ray films at that time 
showed inadequate union. 


On February 17, 1953, an open reduction and in- 
ternal fixation with the Jewett dual flanged nail and 
14 screws with bone graft from the ilium was carried 
out. The patient became ambulatory on crutches one 
week postoperatively and she began bearing weight 3 
months postoperatively and was ambulatory with the 
aid of a cane 6 months postoperatively. X-ray examine 
tion 4 months postoperatively showed that the flange 
of the nail had broken but subsequent films showed no 
change in the position. On August 18, 1954, the plate 
and screws were removed and manipulation of the 
knee carried out under anesthesia because of limite 
tion of motion here, apparently secondary to quadt 
ceps adhesions. Ninety degrees of motion were obtained 
under anesthesia and subsequent physiotherapy failed 
to obtain more than 45 degrees of range of motion i® 
the knee for her. Otherwise, the bone was well healed 
and she had full range of motion in the hip (Fig. 7). 

M. M. This 71 year old woman fell down at home, 
sustaining an intertrochanteric fracture of the left hip. 


She was operated on two days later and an ope 
reduction and internal fixation was carried out using 
a dual flanged nail without bone graft. Her postopet 
tive course was uneventful and she was discharged 6 
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FIG. 6 


(Case E. E.) (a) Original (b) 6 weeks after operation (c and d) AP and lateral views 8 months after operation. 


weeks postoperatively, still bedridden. She was seen 6 
months postoperatively and there was excellent heal- 
ing present in the fracture site but the marked os- 
teoarthritis which she had had for many years had 


now become quite symptomatic and she was unable 
to get around because of this (Fig. 8). 


Mrs. M. M. This 85 year old female fell out of a 
wheel chair on March 13, 1953, sustaining an oblique 


FIG. 7 


(Case K. McF.) (a) Original (b and c) AP and lateral views 6 months after operation (d) 18 months after operation. 
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FIG. 8 


(Case M. M.) (a) Original (b) 2 months after operation (c) 4 months after operation. 


in a wheel chair two weeks postoperatively and the 
last report in May of 1955, she was still living but she 
was still confined to her wheel chair and bed as she 
had been at the time of her injury. 


subtrochanteric fracture of the left hip. 

On March 23, 1953, the left hip was reduced and 
fixed internally with a dual flanged nail. Her post- 
operative course was uneventful. She was out of bed 


FIG. 9 


(Case A.D.) (a) Original (b) 2 weeks after operation (c and d) AP and lateral views 242 months after operation. 
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FIG. 10 


(Case J. F.) (a) Original (b) At operation. 


A.D. This 65 year old man fell on January 13, 1950, 
sustaining a fracture of the patella and a subtro- 
chanteric fracture of the left femur. 


He was admitted to the hospital and on January 16 
a partial excision of the patella and wiring of the 
patellar tendon was carried out; the femur was re- 
duced by open reduction and internal fixation using 
the dual flanged nail. The patient’s postoperative 
course was uneventful. He was discharged from the 
hospital at the end of the third week having become 
ambulatory on crutches. He was seen regularly post- 
operatively for one year and final films showed excel- 
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lent healing with good position. The patient had a full 
range of motion of the left hip, no pain in his knee 
and was doing exceptionally well. He has not been 
seen since that time having moved back to New York 
(Fig. 9). 

J. F. This 85 year old man sustained a fracture of 
the upper shaft of the femur in the intertrochanteric 
region on February 9, 1950. On the same day an open 
reduction and internal fixation, using a dual flanged 
nail, was done. The patient’s postoperative course was 
uneventful. He remained in the hospital for three 
weeks. During this time he sat in the chair daily and 
was beginning to get around with the aid of a walker. 
The day after he was discharged from the hospital 
he apparently had a “heart attack,” as reported by 
his family physician and died (Fig. 10). 

E.K. On November 14, 1949, this woman had a sub- 
trochanteric fracture of the right femur which was 
affected with Paget’s disease. 

On the same day an open reduction and internal 
fixation, by the first use of a dual flanged nail was 
done. The patient’s postoperative course was unevent- 
ful. She became ambulatory in the third postoperative 
month, and since that time the patient has continued 
to do well with no limitation of motion and no pain. 
Shortly after her accident she moved to Gary, Indiana, 
and follow-up films obtained one year ago show the 
fracture to be completely healed although the Paget’s 
disease process has progressed considerably. The only 
complication has been the breaking of the screws but 
this is apparently not giving the patient any difficulty 
at this time (Fig. 11). 

J. W. On June 16, 1955, this patient was in a head- 
on collision in which the two passengers in the front 
seat of the car were killed instantly; both the patient 
and his wife sustained multiple fractures and lacera- 
tions riding in the back seat. He had open fractures 
of the left tibia and fibula and a closed fracture, sub- 
trochanteric, of the left femur. 


FIG. 11 


(Case E. K.) (a) Original (b) At completion of operation (c and d) AP and lateral views 54 months after operation. 
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FIG. 12, A-B 


(Case J. W.) (a and b) Original condition. 


An immediate open correction was carried out of 
the left tibia and the subtrochanteric fracture held 
with balanced traction until his condition improved. 
Eight days later an open reduction of the left femur 
was done, using the dual flanged nail and iliac bone 
from the crest of the same side. He was discharged 
on July 7, 1955, to return to his home in Cincinnati, 
Ohio, and subsequent x-ray films and correspondence 
with the doctor to whom he was referred have shown 
excellent callus in both the femur and the tibia, and 


FIG. 
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4 months postoperatively he was ambulatory with the 
aid of crutches (Fig. 12). 


Comment 


The problems which present themselves in 
the use of this device are generally the same 
as those which are met with in using any type 
of internal fixation. We have had two cases 
in which the anterior flange of the nail has 
broken loose but in neither of these was this 
responsible for a bad result. One of the 
broken flanges has been removed because of 
pain which the patient was having due to a 
bursa over the flange of the nail; the other is 
still in the patient, apparently giving no dif- 
ficulty. Nonunions, of course, will occur here 
as elsewhere and we have had two which re- 
quired later operation and bone grafting with 
the insertion of a Jewett nail, which was sat- 
isfactory to maintain position. We have had 
one postoperative infection in which the nail 
had to be removed one month postoperatively, 
This patient was treated with traction and 
eventually obtained a satisfactory result with 
the infection clearing up after 9 months. 
When last seen 15 months postoperatively 
there was no further drainage. 


Summary 


Thirty-one cases of fractures involving the 
subtrochanteric and upper femoral shaft have 
been presented and the results of treatment, 


12, C-F 


(Case J. W.) (c and d) AP and lateral views one week after operation (e and f) AP and lateral views ten weeks after operation. 
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using a dual flanged nail plate, have been 
discussed. The indications for the use of this 
device are: (1) severely comminuted frac- 
tures; (2) long oblique fractures; (3) patho- 
logic fractures; (4) nonunions from other 
forms of treatment; and (5) subtrochanteric 
osteotomies. The complications seen were 
postoperative infections, nonunion and 
broken flange from the nail. The authors 
feel that this nail in selective cases offers an 
additional safe and technically simple device 
which has not been available heretofore in the 
armamentarium of the orthopedic surgeon. 
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Discussion (Abstract) 


Dr. I. 8. McReynolds, Houston, Tex. Of the tro- 
chanteric fractures, the subtrochanteric type is one of 
the most formidable and may often present a problem 
in treatment. The more common complications are,— 
the medial migration of the proximal end of the shaft, 
coxa vara and delayed union. 

The cases presented by the authors dealt with sub- 
trochanteric fractures, and also fractures in which 
more of a femoral shaft element was present. Their 
results of 12 excellent, 6 good and 4 poor in 22 cases, 
adequately followed, speaks well for the authors and 
their fixation device. 

I prefer the Jewett single flanged nail to the dual 
flanged one. The dual flanged one has a weak spot at 
its neck, is rather bulky and requires, or is associated 
with the insertion of too many screws on the shaft of 
the femur. An ideal fixation device for subtrochanteric 
fractures should include a projection superiorly to im- 
pinge on the lateral aspect of the greater trochanter; 
this projection would help prevent medial migration 
of the proximal end of the distal fragment. 

It has been our experience that subtrochanteric frac- 
tures quite often have been difficult to reduce and 
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sometimes had to be reduced with the distal fragment 
in external rotation. These fractures are almost in- 
variably associated with intertrochanteric fractures, 
either complete or incomplete, and require caution in 
manipulation in order to prevent additional fractures. 
I agree, very definitely, with the authors that iliac 
bone grafts should be used if surgical judgment sug- 
gests their use. 


I do not feel that it is safe to allow early ambula- 
tion because of the age of most of these patients, and 
the lack, quite frequently, of secure fixation. I be- 
lieve more of these patients should be kept in traction 
following operation. I know of no ill effects result- 
ing from the continued traction. Two thirds of our 
cases of subtrochanteric fractures have been in patients 
past 70 years of age, the oldest now being 97, two 
years following her fracture. In the older age group 
trauma is more severe and reduction more difficult, 
and for these reasons the patients are in need of more 
supporting measures, such as transfusions, than the 
average patient with a fracture of the neck of the 
femur. 


I would like to extend to the authors my congratu- 
lations on their thorough study. 


Dr. John Moe, Minneapolis, Minn. 1 can only 
agree with many of the concepts that have been 
expressed, namely, that subtrochanteric fractures are 
extremely difficult and that under the best of cir- 
cumstances you will run into trouble. 


I have, of course, as many of you have, devised 
certain ideas of my own in this type of fracture and 
there is a screw plate that I have used for a number 
of years which has certain advantages in the subtro- 
chanteric fractures which I have found to be some- 
what superior to the angle iron plate or the dual 
nail or any of the other devices that have been used. 
I say that because it is easy to apply. The screws that 
go into the curved plate, go into the head through 
the upper large holes in the screw plate, are easy to 
put in even in external rotation such as frequently 
takes place in subtrochanteric fractures. 


We have had our share, of course, of complications 
in breakage of the plates, and so on, especially when 
the fracture goes down on to the shaft. So I simply 
want to add my word of warning to that already 
expressed in saying that you must not consider these 
as firmly fixed and allow the untrustworthy people 
to ambulate. 
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The Management of Burns in Children: 


FRANCIS A. GARBADE, M.D., T. G. BLOCKER, JR., M.D., 
S. R. LEWIS, M.D., and W. W. WASHBURN, M.D.,t Galveston, Tex. 


The authors outline their methods of treatment in children who have suffered severe burns. 


A DISCUSSION OF BURNS IN CHILDREN would be __ protein balance. Whole blood remains on our 
incomplete without an attempt to enumerate __ service the replacement fluid of choice in the 
some of the etiologic factors, and to stress the = acute phase of major burns. 
importance of better precautionary measures Formulas devised for the immediate sup. 
to avoid many of the burns that are constant- _portive fluid therapy have been utilized by 
ly flooding the hospitals over the country. many workers for a number of years. Perhaps 
Some of the common burns are caused by the the most widespread formula in use today is 
misplaced box of matches that the small child the so-called Evans’ formula: For the first 
gets into and strikes, setting his clothes on 24 hours 1 cc. colloid x weight in Kg. x per 
fire. Cooking accidents are frequent, where cent of body surface burn is given. If the 
small children are allowed to stand near the __ patient is unable to tolerate oral fluids in 
stove in reach of pan handles or hot coffee _ sufficient quantity (see below), 1 cc. saline x 
pots. The deplorable use of gasoline and weight in Kg. x per cent of body surface burn 
kerosene thrown on fires, either in the back js given plus 2,000 cc. glucose in water for 
yard or in the wood stove in the house has urinary and insensible losses. In the second 24 
produced many fatal and serious burns. Open _ hours one-half of the above mentioned col- 
gas heaters throughout the house have fre- _loids and saline are given with the same 
quently ignited children’s clothing which is amount of glucose in water. No burn is cal- 
notoriously inflammable. Even hot water in culated in any formula as exceeding 50 per 
bath tubs may be a source of potential danger. _ cent of the body surface even though it may 
We have noted in our large group of burns actually be of a greater magnitude. 
in children that few have been the direct re- 
sult of total house fires. Most have been 
caused from neglect or inadequate supervision 
on the part of parents who are not sufficient- 
ly aware of the ordinary hazards in the home children. It has been our finding that the 
which can transform a happy, healthy child amount indicated for insensible water los 
into a physical and psychologic invalid. should be decreased according to the size of 
The ever changing concepts with regard the child as well as the severity of the stress. 
to the fundamental physiologic aspects of Our colloid fluids in children may be even 
burns have added much to the evolution of somewhat greater during the first 48 hours. 
various methods in the handling of the We attempt, throughout the administration 
burned child. Most important in the man- _ of fluids in the shock phase, to obtain a satis 
agement of the burn and underlying stress factory clinical response, using as criteria a 
phenomena which take place after any lowering of the pulse rate and an adequate 
thermal trauma is the systemic care. Major ‘Urinary output of at least 25 cc. or more per 
aims still center around the treatment of | hour. With routine catheterization the unt 
shock, the restoration of circulating red cells, ty Output can be followed on an hourly basis 
and the maintenance of fluid, electrolyte, and rather than by the collection of specimens 
over a longer period of time. The catheteriz 
before the Section on, Pediatrics, Southern Medical tion also is an aid in avoidance of urine los 


vember 14-17, 1955. . ti 
+From the Departments of Pediatrics and Surgery (Plastic due to incontinence. 


and Maxillofacial Surgery), The University of Texas Medical .. 2 . 
It is important to ascertain as accurately a 


This guide represents, in general, maximum 
amounts for the average adult; consequently 
various factors may necessitate revision for the 
proper administration of fluids in infants and 


| 
q 
§ 
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Acute flame burns, involving 37 per cent of the body sur- 
face, in a 10 year old boy. 


possible the extent and depth of the burn so 
that excessive fluid therapy is not given in 
superficial second degree burns or first degree 
burns. Where oral fluids can be prescribed, 
we employ an oral alkaline solution (3.5 Gm. 
of sodium chloride and 1.5 Gm. of sodium 
bicarbonate in 1,000 cc. of distilled water) to 
supply necessary fluid and electrolyte require- 
ments rather than parenteral fluids. Plain 
“tap” water and solutions which contain 
potassium, such as orange juice or milk, are 
avoided during the acute phase. 


Sedation may be necessary in the acute 
phase and it is best limited to mild prepara- 
tions rather than narcotics. Careful handling 
of the patient will do much to cut down the 
continued need of sedatives. Tetanus anti- 
toxin or a tetanus toxoid booster injection 
should be given at the time of admission. 
We prefer systemic antibiotics in the acute 
phase since oral antibiotics have increased 
the incidence of gastrointestinal symptoms in 
our series. 


We have continued to use the open air or 
exposure method in the treatment of acute 
burns wherever this technic is applicable, ac- 
cording to the regimen outlined in our paper 
in 1952. We believe that freshly laundered 
clean sheets are as acceptable as sterile ones 
for the patient’s bed. Other bed clothing for 
protection from drafts should be kept away 
from the burned area by suspension over 
wires or other types of apparatus. Heavy 
blankets or electric lights in a heat cradle 
should be avoided at all costs. We have in- 
creased the length of time of dressings on the 
burned hand from 24 hours to two to four 
days so that better immobilization in a posi- 
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tion of function can be maintained prior to 
exposure. In circular burns, (over 50 per 
cent), where it is impossible to achieve com- 
plete exposure, we have utilized a Stryker 
frame for frequent turning of the children to 
aid in the drying process, and have employed 
dressings on the sites that could not be ade- 
quately positioned for exposure. This de- 
creases some of the pain in turning and 
diminishes the maceration which occurs from 
lying on bed clothing or pads. 

Although many new topical agents have 
been advanced by various investigators to 
combat local infection, we still feel that 
mechanical care and cleansing are more im- 
portant than any known therapeutic prepara- 
tion. In patients with burns of the full-thick- 
ness of the skin it is mandatory to debride 
small areas which begin to show moisture or 
cracks as evidence of localized infection and 
to apply dressings. In many instances small 
one-layer gauze dressings may be utilized until 
the child is ready for a more complete de- 
bridement and preparation of the wound for 
eventual closure with skin grafts. Even in 


FIG. 2 


On the eleventh day after admission. 
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FIG. 3 


One year after the burn. 


burns of partial thickness, which heal com- 
pletely beneath the dry coagulum, we often 
find it advantageous to do judicious “pick- 
ing” in conjunction with gentle washing by 
soap and water with cotton pledgets or de- 
tergent baths. 

Skin grafting should be carried out as early 
as feasible following mechanical excision of 
necrotic tissue and preparation of recipient 
areas with moist dressings of saline or with 
grease-gauze. Either free-hand or dermatome 
grafts may be employed, but as much total 


area as possible should be covered at the first 
operation. In cases of extremely extensive 
burns homografts may be used as a life say- 
ing procedure but they should not be em- 
ployed in burns under a 30 to 40 per cent 
loss of the full thickness of the skin. Homo- 
grafts can be fresh, frozen, or lyophilized. 
Since permanent take does not occur viability 
is not essential. 

The nutritional care of the patient is ex- 
tremely important not only from the physio- 
logic but also the psychologic standpoint. Be- 
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Nitrogen intake and output and weight curve in the same patient. 
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inning on the third day after the burn we 
allow a soft diet. It is difficult for the patient 
to begin a high protein, high caloric diet very 
early, and forced feedings at this stage should 
be deferred 5 to 7 days to avoid gastrointes- 
tinal disturbances. Thereafter a gradual in- 
crease in feeding should be carried out until 
an optimal intake has been reached. This can 
usually be accomplished by the end of the 
second week after the burn. The administra- 
tion of whole protein in a high caloric diet 
can be readily given through a small plastic 
nasogastric tube if the child will not take suf- 
ficient amounts as supplementary oral feed- 
ing. The quantity of protein which can be 
“force-fed” depends upon the individual tol- 
erance and the general condition of the pa- 
tient. However, fewer side reactions occur if, 
instead of continuous administration of the 
tube feeding, rest periods of several hours are 
allowed between feedings. In general 2 to 4 
Gm. Kg. of protein with 45 to 85 calories per 
Kg. will maintain excellent nutrition during 
the treatment period. Large amounts of as- 
corbic acid and vitamin B complex plus any 
needed electrolytes (we routinely give oral 
potassium following the acute phase) are in- 
cluded in the formula. We have noted that 
patients who are allowed to regulate their 
own intake as they desire by appetite will re- 
main in a negative nitrogen balance until 
after they are covered with skin grafts and 
are ambulatory. However, with proper nutri- 
tion early positive balance may be achieved, 
and the weight can be maintained at a satis- 
factory level (Figs. 1 to 4). 


The maintenance of a healthy mental out- 
look in the burned child is of marked im- 
portance throughout the entire course of 
therapy. The malnourished ones show more 
depression and psychologic mood changes 
than the nondepleted children. Physicians 
should spend time each day encouraging the 
patient to exercise and take various forms of 
physical and diversional therapy. The more 
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frequent the visits by doctors and other mem- 
bers of the staff the more improved will be 
the outlook of the child. Analgesia should be 
used at the times dressings are changed so 
that pain will not be a factor in producing 
fear of the doctor. Early rehabilitation should 
be carried out, and in patients without burns 
of the lower extremities ambulation may be 
begun as soon as feasible after the acute phase. 


Discussion (Abstract) 


Dr. T. G. Blocker, Jr., Galveston, Tex. 1 would first 
like to pay tribute to Dr. Garbade and the other 
members of the Pediatrics Staff who have helped us 
so much in the handling of the burned children on 
our service as a part of our “burn team.” 

Next I would like to mention very briefly some 
other studies upon these patients. With the use of 
methionine tagged with sulfur-35 we have analyzed 
the anabolic and catabolic phases of protein metab- 
olism. The catabolic activity is extremely high. On 
the other hand, however, there is also apparently a 
greater increase in anabolism of proteins (obscured 
by the relatively greater increase in nitrogen break- 
down), which serves to compensate in part for the 
severity of the “burn stress” provided that there is 
sufficient intake of food. We are convinced that forced 
intake of high caloric, high nitrogen supplements re- 
sults not only in an early return of the patient to 
positive nitrogen balance but is evident clinically in 
earlier ambulation and in earlier readiness for cover- 
age of burn defects with skin grafts. 

In investigating the components of protein in the 
blood we have found that in the early phase following 
injury the albumin is extremely low, with a reversal 
of the A/G ratio. By the ninth day, as a rule, the 
gamma globulins have increased considerably and, al- 
though the reversal may persist, there is continuous 
synthesis of albumin to normal levels, provided that 
protein feeding is given in large amounts. 

It has been reported that homografts will take in 
patients with agammaglobulinemia. We have not had 
such a case and would appreciate hearing from any 
of you who may see such a child with even a minor 
burn. 

The study of burns is, I think, extremely important 
since it affords us an excellent opportunity to observe 
the effects of trauma in general, and at the same time 
reflects the profound disturbances in electrolyte and 
fluid balance and in nutrition which are seen in all 
types of serious surgical and medical conditions. 
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Avulsion of the Lesser Trochanter 


Epiphysis 


JAMES T. GREEN, M.D., and FRANCIS H. GAY, M.D., Columbia, S. C. 


AVULSION OF THE LESSER TROCHANTER EPIPH- 
ysis is a relatively rare entity. It is rarely 
demonstrated roentgenographically. Possible 
demonstration of the disorder is limited in 
time, for the center of ossification does not 
appear until the eighth to twelfth year of age 
and fuses to the shaft of the femur by the 
eighteenth year. Certainly, it is reasonable to 
assume that avulsions might occur prior to the 
appearance of the center of ossification. 


The usual cause is the trauma of muscular 
violence. The mechanism is reported as one 
occurring with hyperextension and abduction 
of the hip. Speed? states that it usually occurs 
in boys while playing running games and 
stopping suddenly to avoid a fall or a colli- 
sion. He mentions its occurrence in hurdlers. 
It is also conceivable that a fracture of the 
transverse processes of the vertebrae might 
occur, due to the violent contraction of the 
iliopsoas muscle. 


Consciousness of a sudden snap in the groin, 
immediate pain, and inability to stand erect 
are the common symptoms. The hip cannot 
be flexed, stairs cannot be mounted or des- 
cended normally, forward bending from the 
hips to touch the floor cannot be accom- 
plished, and the legs cannot be crossed. Key 
and Conwell? mention Ludloff’s sign of frac- 
ture of the lesser trochanter,—the patient in 
the sitting position is unable to flex the hip 
actively on the affected side. Speed! points 
out that some hip flexion might be retained 
due to the fact that the iliacus portion has 
a broader insertion with fibers extending to 
the linea pectinea, while the psoas portion 
inserts directly into the tip of the lesser 
trochanter. 


The roentgenogram must be taken in mod- 


erate external rotation or the lesion may be 
missed. This failure to demonstrate the lesion 
certainly is seen in the first film made (Fig. 
1) in the case presented. The patient will fre- 
quently lie on the table with some adduction 
and internal rotation of the extremity, and so 
positioning must be used to demonstrate the 
lesion, if it is suspected. 

The treatment suggested by Mercer® is one 
of bed rest in the sitting position, union oc- 
curring in six weeks. Key and Conwell? favor 
the application of a hip spica from the middle 
of the leg to the midabdomen with the hip 
flexed to 90 degrees and in slight external 
rotation. They hold the patient in the cast 
for four to six weeks and then allow gradual 
weight bearing. Others have treated such 
cases satisfactorily by simple traction and then 
ambulation with crutches. 


Case Presentation 


On April 29, 1954, a 16 year old white boy, while 
going down the stairs at a local high school, experi- 


FIG. 1 


Questionable demonstration of the lesion with minimal 
external rotation. 
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FIG. 2 


Demonstration of the lesion on further external rotation. 


enced an acute stabbing pain in the right inguinal 
region and was unable to walk unassisted. The pain 
was severe and he had difficulty in bearing weight on 
this leg. He gave history of an episode of pain one 
week earlier occurring in the right lower quadrant and 
inguinal area after playing basketball; it subsided in 
6 to 8 hours. He said the pain at the time of the 
second episode was similar but more severe. 

At the time of the initial examination his severe 
pain had subsided but he was still very uncomfortable. 
He held a hand over the right inguinal region and 
stood with the trunk flexed forward. The symptoms 
and position assumed, made one first think of an 
incarcerated inguinal or femoral hernia, or a torsion 
of an undescended testicle. Examination readily elim- 
inated these possibilities. 

He walked with the hip and knee in approximately 
15 degrees of flexion, and a hand on the inguinal re- 
gion. On standing erect there was a definite pelvic 
obliquity with the right side lower. There was a com- 
pensatory scoliosis. The right leg measured three- 
quarters of an inch shorter than the left. This shorten- 
ing was secondary to a fracture of the right femur at 


FIG. 3 


Lateral view showing lesion. 
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FIG. 4 


Healing of lesion seven months later. 


the age of eight. The patient was unable to get onto 
the examining table without assistance. Straight leg 
raising could not be initiated or carried out. He could 
flex the hip and knee to 30 degrees by slightly rotating 
the knee and “inching” the heel up on the bed. He 
could not flex the hip in the sitting position. There 
was definite point tenderness over the femoral canal 
and the anterior aspect of the hip. There was no swell- 
ing on bimanual palpation of the hips and no local 
heat. He was able to actively rotate the hip internally 
and externally, and to abduct and adduct the hip, but 
with definite difficulty and discomfort. In the prone 
position he could extend the hip, but his discomfort 
was markedly increased. Rotation in this position gave 
no discomfort. Passively the hip could be carried 
through almost a full range with most discomfort on 
abduction and extension of the hip. The remainder of 
the physical examination was normal. The roentgeno- 
grams demonstrated the lesion (Figs. 2 and 3) with the 
epiphysis displaced upwards approximately one inch. 
The patient was put to bed at home with the hip 
and knee flexed to 90 degrees. His symptoms subsided 
gradually and 12 days later he was placed in a hip 
spica cast from the supracondylar region of the femur 
to the costal margin with the hip in 90 degrees flexion 
and 10 degrees abduction. He was allowed to return 
to school on crutches and did satisfactorily. Five weeks 
after the injury the cast was removed. X-ray films 
showed incomplete healing. He was put on treatment 
with warm sitz bath and active exercises. Gradually 
increased weight bearing with crutches was allowed. 
Two weeks later he had full range of active hip mo- 
tion. He has been asymptomatic for the past 7 months 
and a recent roentgenogram (Fig. 4) demonstrates that 
healing has occurred with minimal displacement. The 
short leg persists and has been treated with a heel lift 
which levels the pelvis and corrects the scoliosis. 


Summary 


A case is presented demonstrating an avul- 
sion of the lesser trochanter epiphysis, a rela- 
tively rare entity. This disorder was precipi- 
tated by minimal trauma, but with a definite 
antecedent history of more violent inciting 
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trauma. The necessity of making the roent- of motion in the hip was obtained, and the 
genograms in slight external rotation isshown. _ patient has remained symptom free. 

Treatment consisted of 10 days of bed rest 
with the hip flexed to 90 degrees, followed by 
a short hip spica cast for a period of 3 weeks, - Speed, K.: Fractures and. Dislocations, Fourth Edition, 


Philadelphia, Lea and Febiger, 1942, p. 7 


then gradual ambulation with crutches for an Key, J. and Conwell, E:: The ement of 
additional week. The epiphysis remains mini- Louis, The CV, Mosby Co., 1051, 855 
: . Mercer, W.: Orthopaedic Surgery, Third —~ 
mally displaced. A full and complete range more, ‘The Williame and Wilkins Co., 1943, p. , = 
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Benign Tumors of the Nasal Cavity: 


JOHN H. BARRETT, M.D., Houston, Tex. 


The author reviews some of the benign tumors which may be met in the 


nasal cavity and the methods of treatment. 


BENIGN TUMORS OF THE NASAL CAVITY must, be- 
cause of the anatomic proximity, include 
similar growths of the paranasal sinuses and 
nasopharynx. In some cases it is impossible 
to determine whether a neoplasm is primary 
in the nasal cavity or has invaded it from one 
of the adjacent areas. The average textbook 
of otolaryngology devotes only a few sentences 
or paragraphs to this subject and these are 
often interspersed in the discussion of dis- 
eases of the paranasal sinuses. This may be 
sufficient as these tumors are only of patho- 
logic interest until they cause obstruction, 
deformity, secondary infection, hemorrhage, 
or undergo malignant changes. 


Classification 


iIthough this group includes a large va- 
riety of neoplasms, many are so rare that a 
detailed description of their characteristics is 
beyond the scope of this discussion. To adhere 
to the subject, malignant tumors, neoplasms 
originating in the skin of the nose or nasal 
vestibule, and growths from infection or gran- 
ulomatous lesions will not be included. The 
classification suggested by Lederer! is useful 
as a basis for discussion. However, certain ad- 
ditions and rearrangements are needed to in- 
clude tumors of the paranasal sinuses and 
nasopharynx. The entire group may be di- 
vided into: true benign neoplasms, potential- 
ly malignant tumors, cysts, and non-neo- 
plastic tumors. 
True benign neoplasms 
I—Mesoblastic 

A—Fibroma 

B—Neurofibroma 

C—Myxoma 

D—Chondroma 

E—Hemangioma 

F—Lymphangioma 

G—Rhabdomyoma 


H—Granular cell myoblastoma 
I—Osteoma 


*Read before the Section on Ophthalmology and Otolaryn- 
y, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


J—Odontoma 
II—Epithelial 
A—Papilloma 
B—Adenoma 
C—Craniopharyngioma 
D—Ameloblastoma (adamantinoma) 
I1I—Neuro-ectodermal 
A—Glioma 
B—Neurilemmoma 
Potentially Malignant Tumors 
Mixed tumor (cylindroma) 
Plasmacytoma 
Giant cell tumor 
Cysts 
A—Epidermoid 
B—Dermoid 
C—Dentigerous and radicular 
D—Fissural 
E—Mucosal cysts 
(1) Retention cysts 
(2) Mucocele 
Non-neoplastic Tumors 
A—Polyps 
B—Encephalomeningocele 
C—Pseudoneoplastic hypertrophy 


Symptoms 


The symptoms of benign growths in this 
region are determined by the size of the tumor 
mass. Unfortunately, the small tumors may be 
asymptomatic for years and do not cause 
symptoms until they attain a size that makes 
surgical removal difficult. The most frequent 
symptom is nasal obstruction which is usually 
unilateral. As the neoplasm increases in size 
it may cause deformity, hemorrhage or pain. 
The growing tumor may invade the sinuses, 
palate or facial bones, resulting in asymmetry 
of the face, proptosis, or deformity of the 
palate and oropharynx. The tumor may ob- 
struct the ostia of a sinus causing suppura- 
tive sinusitis as a complication. Invasion or 
pressure on adjacent structures may cause 
pain or hemorrhage. Severe hemorrhage is 
frequently a symptom in nasopharyngeal 
fibroma. When the base of the skull is in- 
volved, brain abscess or meningitis may be a 
complication. 
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The clinical diagnosis is made by the his- 
tory, physical findings and the roentgen study, 
but final confirmation is by microscopic ex- 
amination of the tumor tissue. The history is 
usually nasal obstruction of gradual onset, 
with hemorrhage, deformity and sinus infec- 
tion developing later. Physical examination 
reveals an obstructing tumor mass dependent 
upon the site of origin, the size of the growth 
and the extent of invasion of the adjacent 
structures. Roentgenologic examination is 
usually helpful, especially when one or more 
of the paranasal sinuses is involved. Lamino- 
gram study may be informative, especially in 
growths of the nasopharynx and _ posterior 
part of the nasal cavity. Pathologic examina- 
tion of the tissue is essential to confirm the 
diagnosis. Taking a biopsy from a growth is 
usually a minor procedure, but some of these 
tumors bleed very freely and changes this into 
a hazardous undertaking. This is especially 
true in nasopharyngeal fibroma and Figi and 
Davis? do not advocate taking a biopsy. 
Whenever a biopsy is taken it should be done 
in a hospital or where facilities are available 
to handle any complication. 

A detailed study of the pathology and 
treatment of all the tumors of this group 
would be a major project and could not be 
covered in the allotted time. In order to make 
this a practical presentation, only a few of 
the more important tumors will be included 
in this discussion. 


Fibroma 


From the viewpoint of both the patient 
and the rhinologist, the fibroma of the naso- 
pharynx probably presents the most trouble- 
some problem of any of this group. In addi- 
tion to fibroma of the nasopharynx, it is also 
known as a juvenile nasopharyngeal fibroma 
and a juvenile nasopharyngeal angiofibroma. 
Usually it is described as a growth occurring 
in the nasopharynx of pubescent males. How- 
ever, it may occur in the nasal cavity or in 
one of the paranasal sinuses. There is dis- 
agreement as to this neoplasm being limited 
to males. Both Hayes Martin and his group* 
at Memorial Hospital in New York and J. S. 
Martin* of England reported series in which 
all were males. However, Diehl® and Figi and 
Davis? have reported the tumor occurring in 
females. Hayes Martin* questions these as not 
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being true nasopharyngeal fibroma. The 
origin is not known but there is a hypothesis 
that it is connected with sexual development, 
and Hayes Martin® suggests that it may be 
due to an endocrine dysfunction. During the 
period of adolescence the tumor grows rapid- 
ly, but after maturity is attained the growth 
regresses and may disappear. Usually it is a 
smooth, hard, round or ovoid mass obstruct- 
ing the nasopharynx. It may be lobulated or 
club shaped. The growth is usually sessile 
with a broad firm attachment to the vault of 
the nasopharynx, base of the sphenoid bone 
or the nasal septum. Occasionally it may have 
a pedicle. Histologically it is composed of 
fibrous and angiomatous elements, and the 
predominance of one or the other determines 
the appearance. If the vascular elements pre- 
dominate, it is a deep red or purple color 
and bleeds freely. When the fibrous tissue is 
excessive, it is of a gray color and does not 
bleed as easily. Though it is benign, Shakeen* 
reports one case that became malignant. The 
rapid growth during puberty causes nasal ob- 
struction and invasion of adjacent areas may 
cause hemorrhage, deformity, sinus infection 
or intracranial complications. However, Hayes 
Martin? reports a case that was discovered in 
routine examination and never caused symp- 
toms. Roentgenologic and laminogram studies 
may be helpful in determining the location 
and size of the neoplasm. The advisability of 
performing a biopsy has been questioned. 
Hayes Martin? favors a biopsy before any 
treatment is instituted, but Figi and Davis’ 
disagree. The invasive character of this growth 
and its tendency to hemorrhage usually make 
some form of treatment necessary rather than 
watchful observation until regression may 
occur. 

Treatment is usually by operation or ir- 
radiation, though Hayes Martin® advocates 
the administration of androgens (testosterone 
propionate or methyl testosterone) before 
either of these is employed. Roentgen ray 
therapy, radium needles and implantation of 
radon seed have been used. Surgical removal 
by a combined intranasal and nasopharyngeal 
approach is possible, but there is always the 
danger of severe hemorrhage. Diehl® reported 
splitting the soft palate and destroying the 
tumor by electrocoagulation. J. S. Martin* 
employed a palatal fenestration approach 
preceded by injection of sclerosing solutions 
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into the tumor. He mentions the use of a 
palate “‘push-back” procedure. Temporary re- 
section of the maxilla has been advocated as 
an approach for the removal of the tumor. 
Figi and Davis? favor a transantral approach 
and the use of electrocoagulation followed by 
interstitial radiation. Hayes Martin* combines 
endocrine and irradiation therapy to control 
the size of the growth. In patients over 18 
years of age he uses roentgen ray therapy. 
Surgery is reserved for those cases with 
marked deformity, hemorrhage or sepsis. He 
advocates ligation of the external carotid 
artery before surgery to control hemorrhage. 

The number of cases seen in private prac- 
tice is small. In the only three I have en- 
countered, implantation of radon seeds was 
employed. In two the symptoms improved 
and the size of the tumor decreased with re- 
gression as sexual maturity was attained. In 
the other the irradiation caused only slight 
improvement and the tumor was removed 
surgically by a combined intranasal and naso- 
pharyngeal approach. 


Osteoma 


Osteoma is the most common of the true 
benign neoplasms arising in the paranasal 
sinuses. The frontal sinus is the most frequent 
site of origin; occasionally it occurs in the 
ethmoid region and rarely is found in the 
maxillary sinus. Only Moore? refers to its oc- 
currence in the sphenoid sinus. Hallberg and 
Begley® list three theories as to its etiology: 
embryologic, traumatic and infection. Some 
unknown primary factor of a nutritional or 
metabolic nature may be causative. Very few 
occur in children and the growth is more fre- 
quent in adult males. These tumors are usual- 
ly asymptomatic until invasion of adjacent 
structures cause deformity or pain. Obstruc- 
tion of the nasofrontal duct may predispose 
to suppurative sinusitis. Roentgenologic ex- 
amination is the determining factor in the 
diagnosis of this neoplasm. The growth may 
have a broad base but it is usually attached 
by a pedicle of spongy bone. If the tumor re- 
mains small and asymptomatic, observation is 
preferable; but if deformity, pain or second- 
ary infection occurs, surgery is the only treat- 
ment. An external approach as employed in 
the radical frontal operation is used in the 
instances involving the frontal and ethmoid 
sinuses, and in the rare case of maxillary in- 
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volvement the gingivolabial approach is sat- 
isfactory. This operation rarely presents any 
technical difficulties but the use of an elec- 
trically driven burr has facilitated the ex- 
posure and removal of the growth. Stenosis 
of the nasofrontal duct with suppurative 
frontal sinusitis is the most frequent post- 
operative complication. If the growth does 
not involve the region of the duct, care should 
be exercised to avoid injury to it. When the 
duct is involved, the operation should be de- 
signed to keep the duct patent or the entire 
cavity of the sinus should be obliterated. 


Papilloma 


The incidence of papilloma in the nasal 
cavity or paranasal sinuses is small, but when 
it is encountered it must be differentiated 
from adenoma, fibrous polyp and carcinoma. 
The maxillary and ethmoid sinuses are more 
frequently involved but the tumor may orig- 
inate on the middle or inferior turbinates. 
Two types of papilloma have been described, 
the soft and hard variety. This is dependent 
upon the ratio between the epithelial and 
stromal elements. In the soft or cylindrical 
type there is a predominance of stroma with 
extensive vascular elements which predispose 
to hemorrhage. The epithelium may prolifer- 
ate and invade the stroma producing an in- 
verted papilloma. This variety invades adja- 
cent structures more extensively and is more 
likely to develop malignant changes. The 
hard or squamous type has a predominance of 
epithelial elements, is firm and gray in ap- 
pearance, and has less tendency to bleed. It 
grows slowly, frequently producing the mul- 
berry type growths seen in the nasal cavity, 
and has less tendency to become malignant. 
Surgical removal is the treatment for all 
papillomas arising from the Schneiderian 
membrane. Radiation has been of very little 
value in this type of growth. The surgical 
procedure employed must be extensive 
enough to completely remove the entire neo- 
plasm, as extensive recurrence usually occurs 
if any of the growth is left. Electrocoagula- 
tion of the operative area following removal 
is helpful in preventing recurrences. The 
gingivolabial or Caldwell-Luc approach is the 
choice when the maxillary sinus is involved, 
and any extension into the ethmoid area may 
be removed by a transantral operation. How- 
ever, if the ethmoid involvement is extensive, 
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it is best removed by a radical external eth- 
moid operation. Fortunately, the frontal and 
sphenoid sinuses are seldom involved. Early 
diagnosis and removal before extensive in- 
vasion and destruction occurs offer the best 
cosmetic results. The tendency to recurrence 
and to develop malignant changes make this 
neoplasm potentially dangerous. 

The adenoma is similar in its tendency 
toward recurrence and to develop malignant 
changes, but it grows more slowly and is less 
frequent in occurrence. The most frequent 
sites of origin are on the septum or turbinates 
and in the ethmoid area. Complete surgical 
removal is the only satisfactory method of 
treatment. 


Potentially Malignant Tumors 


The potentially malignant tumors are the 
most important of these neoplasms and the 
first management often determines the final 
success or failure. Mixed tumors and plasma 
cell tumors are more frequently encountered 
than others in this group. Although the mixed 
tumor, especially cylindroma, in this loca- 
tion is rare, the literature contains cases re- 
ported by Pollack® and Bauer and Fox.!° 
Many are not reported, as shown by two hav- 
ing been seen in this city. Lederer! divides 
these into a benign and malignant type. The 
benign variety is encapsulated, causes destruc- 
tion by pressure atrophy and is radioresistant. 
The malignant type or cylindroma is not so 
well encapsulated, consists of epithelial lined 
cystic spaces which contain a colloid-like ma- 
terial, and is moderately radiosensitive. Com- 
plete surgical removal offers the best prog- 
nosis. Knight"! divides the plasma cell tumors 
or plasmacytomas into a benign and malig- 
nant variety but they are not as well de- 
scribed, and clinically it is difficult to de- 
termine which type of growth is present in a 
specific case. Complete surgical removal offers 
the best chance of cure. If there is any un- 
certainty as to the type of tumor present or 
complete removal of the growth, postopera- 
tive irradiation should be employed as the 
tumors are moderately radiosensitive. Pei- 
mer!? reported three cases of giant cell tumors 
of the sinuses which showed these character- 
istics. Both papilloma and adenoma of the 
nasal cavity and sinuses may develop malig- 
nant changes. The soft type of Schneiderian 
papilloma may be considered as a premalig- 
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nant growth. In this group of neoplasms 
surgical procedures should be planned for 
complete surgical removal of the growth as 
any residual tumor seems more likely to be- 
come malignant. 


Cysts 


Cysts of the nasal cavity and sinuses are 
usually not diagnosed until their size causes 
obstruction, deformity or referred pain. Der- 
moid, dentigerous, fissural and mucosal re. 
tention cysts are the most frequent. The 
proximity of these growths to the teeth prob- 
ably accounts for the predominance of re- 
ported cases being in the dental literature. 
Nasal obstruction and deformity are the usual 
symptoms, pain occurs late or when secondary 
infection is present. The diagnosis is by ob- 
servation of a cystic mass in the floor of the 
nose or the upper part of the buccal cavity. 
Confirmation of the diagnosis is by roentgen- 
ologic study. Aspiration of the cyst and in- 
jection of iodized oil before x-ray study offers 
additional information as to the size and 
exact location of the mass. Destruction of 
adjacent structures by pressure atrophy is the 
most serious complication. Surgical removal, 
usually by the gingivolabial approach, is the 
only satisfactory method of treatment. Injec- 
tion of sclerosing solution has not been very 
successful. In cases where complete removal 
is questionable, the surgical procedure should 
be designed to produce a fistula into the nasal 
cavity. Of the nondental fissural cysts, the 
naso-alveolar and nasopalatine are probably 
the most frequent. Boone’* states that the 
naso-alveolar variety is of developmental 
origin from ectodermal rests at the site of the 
beginning of the maxilla and premaxilla, and 
occurs frequently in Negroes, especially in 
males. Breakstone™ thinks that the nasopala- 
tine cyst arises from a portion of the rudi- 
mentary nasopalatine duct and calls attention 
to increase in size affecting the neurility of 
the incisor teeth. A variety of mucous reten- 
tion cysts may occur in this area but the most 
frequent is the mucocele. It usually occurs 
in the frontal or maxillary sinuses, and the 
removal is by an external approach as em 
ployed for other lesions in these sinuses. Der- 
moid or epidermoid cysts in this location are 
rare and usually come to operation when they 
cause obstruction or deformity. Since the 
treatment of all these cysts is surgical removal, 
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it is beneficial to determine the exact type of 
cyst and plan a suitable operative procedure. 


Non-neoplastic Tumors 


Nasal polyp is the most common of the 
non-neoplastic tumors. Some pathologists feel 
that it should not be classified as a tumor 
but its clinical behavior justifies the inclu- 
sion. It is due to a hyperplasia of the mucosa 
and submucosa, secondary to allergy or 
chronic infection. Bilateral involvement is 
usually due to allergy while unilateral in- 
volvement suggests infection. Hard and soft 
types have been described, however, all orig- 
inate as soft growths, but in cases of long 
standing the development of fibrous tissue 
produces the hard variety. The mucosa of the 
middle meatus, ethmoid region and maxillary 
sinus are the most frequent sites of origin; 
however, polyps have been found attached to 
the septum, turbinates, and in the sphenoid 
sinus. The frontal sinus is seldom the site of 
origin but may be invaded by increase in size 
of the polypoid growth. Small polyps are 
sessile but the larger ones become peduncu- 
lated. Increase in size of the growth may cause 
pressure atrophy resulting in osteoporosis of 
the bony nasal structure and produce a facial 
deformity which has been described as a “frog 
face.” In the maxillary sinus increase in size 
may cause the growth to protrude through the 
hiatus semilunaris and extend back into the 
nasopharynx, resulting in the choanal type 
of polyp. 

Management of allergic disease or clearing 
up infection in the sinuses may cause small 
polyps to recede and disappear, but in the 
larger growths and more extensive involve- 
ment surgical removal is necessary. In the 
pedunculated variety where only the mucosa 
of the middle meatus is involved, simple re- 
moval is sufficient. When there is clinical and 
roentgenologic evidence of ethmoid and max- 
illary involvement, more extensive surgery is 
indicated. In extensive ethmoid involvement 
a complete ethmoidectomy is required to pre- 
vent recurrence. Radium treatment for polyps 
has been advocated. A growth filling the 
maxillary sinus usually requires a Caldwell- 
Luc operation. Robison’ advocates intrasinus 
displacement treatment for maxillary involve- 
ment. This is accomplished by inserting a 
distensible balloon through an_ intranasal 
antrotomy. He feels that this restores the 
mucosa of the maxillary sinus to normal and 
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clears up the ethmoid involvement if it is 
not too extensive. Recurrence of the polyps 
will occur unless the allergy is controlled or 
the focus of infection eradicated. 

Intracranial encephalomeningocele is rare 
but may occur in the region of the cribriform 
plate of the ethmoid or frontal sinus and may 
be mistaken for a polyp in this location. At- 
tempts at surgical removal may cause intra- 
cranial infection. However, this has been re- 
duced since the advent of chemotherapy and 
antibiotics. Neurosurgical removal and repair 
of the defect are the treatment of choice. 


Pseudoneoplastic hypertrophy of normal 
structures of the nasal cavity may be consid- 
ered as a non-neoplastic tumor. Although this 
is not a true neoplasm, the symptoms and 
clinical findings suggest a tumor growth to 
many patients and to some referring phy- 
sicians. The inferior turbinate is the more 
frequently involved and next the middle 
turbinate. Irreversible hypertrophy of the 
mucosa, submucosa and bony structure may 
result from chronic infection, allergic rhinitis, 
vasomotor rhinitis and as a compensatory re- 
action to obstruction caused by a deformity 
of the nasal septum. If allergic management 
and elimination of foci of infection or ob- 
struction does not relieve the symptoms, some 
type of surgical treatment is necessary. Rich- 
ardson'® and De Raadt!* advocate lateral in- 
fraction of the inferior turbinate as a simple 
procedure to relieve the obstruction. If the 
turbinate shrinks after application of one of 
the vasoconstrictor drugs, the enlargement is 
limited to the mucosa and allergic manage- 
ment might give beneficial results. When 
there is no reduction in the size of the turbi- 
nate, there has been some hypertrophy of the 
bony structure or it has developed cystic 
changes. Cystic changes in the turbinates are 
more frequent in the middle turbinate. Num- 
erous forms of treatment have been advocated 
including cauterization with chemical and the 
actual cautery, as well as interturbinal elec- 
trocoagulation. Richardson’® reported a series 
in which the inferior turbinate was treated 
by diathermy coagulation; 169 of 175 received 
beneficial results. When the inferior turbinate 
shows no response to vasoconstrictor drugs, 
House!§ advocates submucous resection of the 
anterior portion of the bone. He states the 
procedure was suggested by Yankhauer but 
was first reported by Harris.!® It is a simple 
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procedure for a competent rhinologist and 
can be performed under local anesthesia. If 
the turbinate has developed a polypoid pos- 
terior tip, it can be removed at the same time. 
In House’s series of 125 cases 46 per cent had 
complete relief of obstruction, 37 per cent 
had partial relief, 14 per cent were unchanged 
and 3 per cent were worse. He does not recom- 
mend the procedure in patients under 16 
years of age. This operation does not scar or 
disturb the normal physiologic function of the 
mucosa of the turbinate. A similar procedure 
can be employed for cystic disease of the tur- 
binates but there is more scarring and alter- 
ation of the turbinal mucosa. Submucous re- 
section of the turbinate retains the normal 
function of the mucosa better than surface 
cauterization or intraturbinal coagulation. 


Summary 


1. Benign tumors of the nasal cavity and 
adjacent structures may be divided into true 
benign tumors, potentially malignant tumors, 
cysts and non-neoplastic tumors. 


2. The juvenile nasopharyngeal fibroma 


grows rapidly in pubescent males and usually 
requires treatment by operation or irradiation. 

3. The osteoma is the most frequent 
benign tumor of the paranasal sinuses and 
must be removed surgically when it causes 
deformity or secondary infection. 


4. In the nasal cavity the papilloma is 
most frequent. It causes destruction by ex- 
tensive invasion and must be completely re- 
moved surgically. 

5. The mixed tumor and the plasmacy- 
toma are the most common of the potentially 
malignant tumors. 


6. Most cysts are easily handled unless ex- 


tensive invasion of adjacent structures makes 
removal difficult. 
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7. Of the non-neoplastic tumors polyps are 
the most frequent and second is the pseudo. 
neoplastic hypertrophy of the turbinates. 


Conclusions 


Most benign tumors of the nasal cavity and 
adjacent areas are only of pathologic interest 
until they cause obstruction, deformity, hem- 
orrhage or secondary infection. Some of these 
tumors, though microscopically benign, in- 
vade so extensively that they are clinically 
malignant. Operation is the treatment of 
choice for the majority of these tumors. 
Polyps and pseudoneoplastic hypertrophy of 
the turbinates constitute a type of benign 
growth which usually requires surgical cor- 
rection. 
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Regurgitation in Infants* 


]. EDMUND BRADLEY, M.D., and GOVINDA MENON, M.D.,t 


Baltimore, Md. 


The role of allergy and of psychologic reaction, on the part of the infant to the parents, 
may be difficult to evaluate in the regurgitation of infancy. Elimination of cow's milk 


will answer the one question. 


THE EFFORTLESS, ORAL EMISSION OF SMALL 
AMOUNTS OF INGESTED FoopD following feeding 
is, in this discussion, termed regurgitation, 
and is differentiated from vomiting in that 
the stomach is not forcefully and immediately 
emptied of its contents. 

Infants, during the first half year of life, 
will often regurgitate small amounts of milk 
during, or at the end of a feeding. This is 
accepted as a manifestation of the normal in- 
fant. However, the infant who regurgitates 
many times between feedings constitutes an 
annoying pediatric problem for the practi- 
tioner. While it is recognized that underly- 
ing organic disorders may manifest themselves 
by regurgitation, the annoying feature to the 
practitioner is that often no organic basis can 
be found, so cause continues to be elusive and 
treatment ineffectual. 


Galen attributed four functions to the 
stomach, facultas attractrix (to draw the food 
from the mouth), facultas retentrix (to retain 
the food), facultas alteratrix (to change the 
food) and facultas expultrix (to pass the food 
forward). We, in the past, have approached 
the problem of regurgitation in a Galenian 
manner, that is, thinking that it was primarily 
a mechanical difficulty. We recognize that 
the stomach is a temporary reservoir of food 
and that it functions through the opening and 
closing of valvular locks, and that any change 
in gastric pressure might effect premature 
opening of the lock with consequent loss of 
gastric contents. The swallowing of air dur- 
ing feeding, over-feeding, and under-feeding, 
have been identified as causes of regurgitation. 

Neuhauser and Berenberg! recently ob- 
served that the expected pinching action of 


*Read before the Section on Pediatrics, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 

tFrom the Department of Pediatrics, University of Maryland 

of Medicine, Baltimore, Md. 
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the cardioesophageal “sphincter” did not oc- 
cur in a number of infants who had repetitious 
regurgitation. This condition was termed 
chalasia of the esophagus and was felt by 
them to be a manifestation of sympathetic- 
parasympathetic imbalance. 

Gradually, we have come to realize that 
there are other causes which disturb gastric 
mechanics and produce regurgitation. Hyper- 
sensitivity to milk or other foods, pylorospasm, 
possible attitudes of parents and others have 
been suggested as cause. 


Clinical Study 


In an effort to gain information regarding 
regurgitation we have carefully studied 27 in- 
fants in whom there was a history of repeti- 
tious regurgitation. A complete history and 
careful physical examination, roentgenograph- 
ic examination of the gastrointestinal tract, 
and examination of stools for eosinophils was 
obtained on each patient. No patient was in- 
cluded who had any organic disorder. Of the 
27 infants, 5 were from the University of 
Maryland Pediatric Out-patient service, and 
22 were patients of private practitioners; 5 
were Negro and 22 were white; the sex distri- 
bution was 10 males and 17 females. Seven 
of the infants had been born prematurely and 
one infant was stated to be postmature. The 
age of onset of regurgitation varied from 
shortly after birth to one week of age, and 
the number of regurgitations after feeding 
ranged from two to three times after each 
feeding to almost continuously. All were said 
to have regurgitated regularly except for one 
white, male infant who had an occasional day 
without regurgitation. Eleven of the patients 
were first children, 9 were second and 7 were 
third children. It was of interest that all the 
siblings in the 16 families had repetitious 
regurgitation during their early months of 
life. 
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There did not seem to be any correlation 
between the position in which the infant was 
held during the feeding and the regurgitation. 
Sixteen mothers stated they sat in an upright 
position and held the infant in their arms. 
Three stated they supported the infant by a 
pillow in the crib or on the sofa and then 
held the bottle while the infant took his feed- 
ing. Two held the infant perpendicular to 
themselves on their lap. One permitted the 
infant to lie in a prone position in his crib 
and propped the bottle. Five stated that they 
used various positions. 

Ten of the infants had been breast fed for 
a short period during the early days of their 
life. “Insufficient milk,” “milk did not agree,” 
and “painful maternal nipples” were the rea- 
sons given for discontinuing breast feeding. 
There was one infant who was being breast 
fed when seen. The remainder had been orig- 
inally fed on evaporated or cow’s milk dilu- 
tions with added carbohydrate. 

The family history was interesting in that 
21 of the patients had a history of allergy in 
one or more members of the family. There 
was a family history of asthma in nine, asth- 
matic bronchitis in one, hay fever in six, ec- 
zema in three, allergic diarrhea in one and 
urticaria in one. 


Efforts to control the regurgitation had 
consisted of a change in formula, omission of 
orange juice, change of vitamin preparation 
and the administration of sedatives and/or 
antispasmodics. The most frequently used 
sedative was phenobarbital, the prescribed 
antispasmodics showed wide variation. In 
three cases, change of position during and 
after feeding had been recommended but was 
without effect. One mother stated that there 
was less regurgitation if the infant took her 
bottle from a propped position and she, the 
mother, left her alone. 


The question, how they felt about the 
regurgitation, was asked of each mother. Two 
indicated they were worried about the regurgi- 
tation, one because she felt that the baby was 
not retaining enough food, the other because 
she was afraid the baby might choke when he 
regurgitated. One mother expressed concern 
about retardation of growth and she also ex- 
pressed such feelings as disgust, apprehension 
and being appalled. She also stated that this 
infant was not planned. However, the re- 
maining mothers expressed the idea that re- 
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gurgitation was a nuisance and either claimed 
to be resigned or overtly expressed their an- 
noyance. 

The attitude of the fathers seemed to reflect 
the attitude of the mothers toward regurgita- 
tion. However, one said that he was afraid 
there was something the matter with the baby, 
and two fathers were said by their wives not 
to be interested in the children. 

As to the attitude of other members of the 
family, we were unable to elicit information 
other than that two grandmothers expressed 
some concern over the fact that the infant 
might not grow properly. 

Physical examination revealed that the in- 
fants, in general, fell into two physical pat- 
terns. Nine infants were linear with thin 
muscles and sparse subcutaneous tissue; the 
remainder were well nourished with adequate 
subcutaneous tissue and flabby musculature. 
The first group were active and “fussy” in- 
fants, the second placid and pleasant. De. 
velopmentally all infants were normal for age. 
There were no significant anomalies nor were 
any organic conditions found. 

Roentgen examination of the gastrointesti- 
nal tract using Lipiodol as the contrast media 
gave the following information: 

1. There was chalasia of the esophagus in 
four. 

2. There was gastric retention of contents 
8 hours after ingestion in 13 infants. 

3. Four infants emptied their stomach 
within less than two hours. 

4. Five infants had normal gastric empty- 
ing rate. 

5. One had pylorospasm. 


The interpretation of alterations in the 
gastric emptying rate of infants is difficult. 
Henderson? and others have reported that the 
normal gastric emptying rate of infants is 
from two to eight hours. However, Vendel’ 
using the extraction method reported that the 
infant’s stomach empties regularly and is not 
subject to the variations as reported by Hen 
derson. A second roentgen examination was 
made on 8 of the 13 infants who had a marked 
delay. Seven of the eight on re-examination 
had delayed gastric emptying and one was de 
termined to have a normal gastric emptying 
rate. It would seem that retention of gastric 
contents may be significant in those infants 
with repetitious regurgitation. 


1 
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Examination of the stools for eosinophilia 
using the May-Grunwald stain showed only 
two infants to have eosinophilia in the stools. 
Both of these infants had a family history of 
allergy, but did not have any dermatologic 
or respiratory allergic manifestations. 

Upon completion of the preceding study 
attempts were made to see if the regurgitation 
could be controlled. The four infants with 
chalasia were supported in an upright posi- 
tion for an hour to an hour and a half after 
feeding. Regurgitation stopped completely in 
two and was markedly reduced in the other 
two. All of these infants stopped regurgi- 
tating by three months of age. The parent 
has difficulty in maintaining an infant of this 
age in an upright position because of lack of 
adequate infant muscular control. Rosenweig* 
has devised a plywood chair with a Plexiglass 
back screen which is simple to construct and 
is satisfactory in maintaining the infant in 
an upright position. The response to change 


‘in position plus the roentgenographic find- 


ings suggests strongly that the regurgitation 
in these four infants was due to chalasia of the 
esophagus. 

As to results in the remainder, three infants 
ceased regurgitating when placed on a hypo- 
allergenic milk, either Mull-Soy or Nutra- 
migen. The two infants with eosinophilia in 
the stool were in this group. That the regurgi- 
tation was apparently related to sensitivity to 
milk was supported in that regurgitation oc- 
curred when the infant was returned to a 
milk formula. 

It is of interest, that two infants who had 
been fed evaporated milk stopped regurgi- 
tating when placed on a whole milk formula. 
Regurgitation returned when the infants were 
placed on evaporated milk. The reason for 
this is not known, however, it does raise the 
question as to whether the curd tension of 
milk plays any role in regurgitation. 

With the exception of the above 9 infants 
the regurgitation was not altered in the others 
through change in formula, with alteration 
in position during or after feeding, nor with 
antispasmodics or sedatives, or combinations 
of both. Antihistamines were given to 7 in- 
fants who had a family history of allergy, with- 
out effect on the amount or frequency of re- 
gurgitation. 

The use of sedatives and antispasmodics, 
separately or in combination, to control the 
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regurgitation gave, in our experience, only a 
questionable temporary relief to two infants. 

That parental attitudes may provoke re- 
gurgitation is an impression shared by many 
practitioners who have supervised the feed- 
ing of infants. That it may play a role was 
suggested by one infant in this series, who 
was admitted to the hospital because of re- 
gurgitation and failure to gain weight. After 
the initial “work-up,” the infant was placed 
on Mull-Soy, regurgitation was practically 
eliminated and an increase in weight began. 
The infant was then placed on an evaporated 
milk formula and continued to do well. Dur- 
ing the hospital stay it was noted by one of 
the nurses that the infant always regurgitated 
following a visit by his mother. It was then 
decided to have the mother come and feed the 
infant under nursing supervision. Each feed- 
ing, when given by the mother, was followed 
by regurgitation. 

This was an only infant of overly protective 
parents. Considerable time was spent with 
the parents allaying their concern through re- 
assurance. The infant was discharged in good 
condition and though the mother reported 
that regurgitation continued until the infant 
was eight months of age, it was of lessened 
frequency and did not affect the nutritional 
state. This was the only infant in this series 
in whom regurgitation was sufficiently serious 
to produce a failure to gain weight. 


It is our impression that the overly pro- 
tective attitudes of parents may influence the 
repetitious regurgitation of infants, and it 
was also suggested in one family that regurgi- 
tation was provoked by the attitude of the 
mother toward an unwanted infant. There is 
difficulty in separating cause from effect, when 
one attempts to indict psychological attitudes 
as the cause of regurgitation. Regurgitation 
in the first born may evoke feelings of such 
concern on the part of parents that their atti- 
tude may bring about an increase in frequency 
of regurgitation; whereas, regurgitation in 
subsequent siblings, as suggested from our 
study, will be accepted simply as an annoy- 
ance. One investigator has suggested that the 
most satisfactory treatment of regurgitation is 
to give the mother adequate doses of pheno- 
barbital.5 


Rumination was not encountered in any of 
the cases studied. This condition has been 
observed in only two infants admitted to the 
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University Hospital during the past seven 
years. Apparently, this, once not uncommon 
condition, is being observed less frequently. 


Summary 


Summarizing our observations and results, 
first, it is to be recognized that occasional re- 
gurgitation is an accepted occurrence during 
the early months of life. This might be termed 
“functional” regurgitation. Shakespeare recog- 
nized this when he described infants as ““mewl- 
ing and puking in the nurse’s arms.” 

However, regurgitation occurring many 
times after each feeding is termed “problem” 
regurgitation and is to be thought of only as 
a symptom. Thereby, this places upon the in- 
vestigator the responsibility of excluding an 
organic basis. One should not, in his efforts 
to control regurgitation, forget that this symp- 
tom may be the sole manifestation of a serious 
underlying disorder. 

While position of the infant during feeding, 
size of the holes in nipples and other faulty 
feeding technics undoubtedly can produce 
regurgitation in some infants, we in this study 
were unable to find any infant in whom these 
were significant factors. 

Since there is almost universal recognition 
of faulty technics as cause of regurgitation, 
it may be that they had been investigated and 
corrected by the physician before the infants 
were seen by us. 


This study supports the observation that 
cardioesophageal relaxation should be con- 
sidered as a cause of regurgitation in infants, 
particularly during the early months of life. 
It also seems reasonable, that one should in- 
vestigate the possibility of gastrointestinal al- 
lergy, and that the use of a hypo-allergenic 
milk might result in marked reduction of re- 
gurgitation in those infants with sensitivity to 
cow’s milk antigen. 


That parental attitudes might provoke or 
aggravate regurgitation should be considered. 
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Discussion (Abstract) 


Dr. S. H. Haddock, Anderson, S. C. 1 would like to 
ask Dr. Bradley if he has used Thorazine in any of 
these infants in troublesome vomiting? 


Dr. Bradley. No, I have not used any Thorazine, 
sir, and I do not think it is indicated in the regurgi- 
tation of infants. 


Dr. Norman W. Clein, Seattle, Wash. Dr. Bradley 
has summarized this problem quite well, and it fits 
into a subject that I have been greatly interested in 
for several years, mainly allergy to milk. As he men. 
tioned, there is quite a history of allergy in these fam- 
ilies,—21 out of 27,—but only three of the group were 
relieved by the change from cow’s milk to soy bean 
milk. 


What were the ages of this group, Dr. Bradley? 


Dr. Bradley. We saw them, Dr. Clein, from four 
weeks on, and we followed them until they were one 
year of age. 


Dr. Clein. In our study of milk allergy, we find 
through some unknown process, these babies that are 
definitely allergic to milk are the ones that are re 
lieved completely of their symptoms when they are 
put on Mull-Soy or other milk-free products. Eighty 
per cent of them will outgrow their allergy to milk 
within three or four months after they have taken 
Mull-Soy. There is some sort of an immunity that 
occurs in these allergic babies after two, three, or four 
months on a milk-free diet. Only about 10 per cent 
in our group of several hundred babies allergic to 
milk are still allergic to milk after the tenth or eleventh 
month. 

They are the spitters, the vomiters, the “sour” 
babies. They are either completely relieved, or almost 
completely relieved in 24 to 48 hours, on a milk 
free diet, Mull-Soy, or else they are not allergic to 
milk. You have to look for something else. In this 
series, some of the older babies may have similar 
symptoms from any other foods, especially cereals or 
possibly from inhalant factors. 

I have seen many sick babies where the doctors 
have told the fathers and mothers that they are 
nervous, or they just do not know how to handle 
the baby. We should at least not blame the par- 
ents until we have tried to rule out milk allergy 
and other conditions that can cause similar symptoms. 


We find that about 6 per cent of babies are allergic 
to cow’s milk. Of this group about 20 per cent had 
regurgitation as a major symptom. They may have any 
number of symptoms other than regurgitation, depend- 
ing upon the organ of the body involved, and the 
type of allergic mechanism, such as edema, muscle 
spasm, or mucus secretion. 

Dr. Ralph Bowen,* Houston, Tex. Dr. Bradley and 
Dr. Clein have in their papers clearly demonstrated 
the important role which allergy plays in every day 
pediatrics. Particularly is this true with the prob 
lems of colic, vomiting, frequent changing of formulas 
and diarrhea. All of these should have allergy & 
cluded in a final diagnosis. 

The term “Daylight Diarrhea” I have used to classify 
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This year—1956—is an important mile- 
stone for the Southern Medical Association. 
Your officers felt that an appropriate em- 
blem of this fifty year story of service to 
Medicine should be fashioned—one that 
every member could proudly possess. 

The idea of a Golden Anniversary Key 
(illustrated in full color on opposite side) 
is the brain child of Dr. Jack Norris, At- 
lanta, Councilor from Georgia. Dr. Norris 
submitted pencil sketches from which our 
artists designed this unique Key. 

Every member of the Association is 


1/10K double rolled gold plate $ 5.00 
10K solid gold 8.00 
14K solid gold 11.00 


10-20 years membership 1 diamond 
20-30 years membership 2 diamonds 
30-40 years membership 3 diamonds 
40 or more years membership 4 diamonds 


_ diamonds ( 


Please add _ 


Engraving: Physicians may have their 
own local jeweler engrave their name 
on back of Key. Form suggested: 
John Doe, M.D. 


allow 90 days for delivery. 
Prices include Federal and State Taxes. 


THE GOLDEN ANNIVERSARY KEY 


ORDER FORM 


Southern Medical Association, Room 1017, Empire Building, Birmingham, Alabama 


Please accept my order (check enclosed) for a “Golden Anniversary Key” to be made up as follows: 


points) at $ 
Total for diamonds 
Total for complete Key (check enclosed) 


Signed: 


eligible to own one. In addition to a choice 
of gold content, the Key may be embel- 
lished with one or more diamonds accord. 
ing to the length of time a physician has 
been a member. One diamond is permitted 
for each completed decade of membership. 
New members, and members belonging to 
the Association for less than ten years may 
own the Key without diamonds. 


The Association hopes that a large ma- 
jority of the members will want a Key as 
a token of membership in an organization 
which proudly celebrates its Golden Anni- 


Amount for Key $ 


Extra charges for diamonds (each) 


1 point stone $ 5.00 
1.5 point stone 6.50 
2 point stone 8.25 
3 point stone 10.00 


Address: 


NOTE: The Southern Medical Association will ship Key to the name and address above unless otherwise instructed— 


versary. 
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the child who has excessive bowel movements between ing the 24 hours, but an allergic diarrhea is usually 
the hours of 7:00 a.m. and 8:00 p.m. These gastric during the daylight hours and is rarely a problem at 
upsets are usually due to diet, and frequently are re- night. 

lieved by an omission. One common offender is cow’s I wish to compliment the Pediatric section for having 


milk and in such cases Mull-Soy is the answer. some very peacticnl pepers, ond 1 believe this to be 
A diarrhea from other causes occurs any hour dur- one of its best. 


ARE YOU MOVING? 


Please send the following to: Southern Medical Association 


1020 Empire Building, Birmingham 3, Alabama 


(Please print) 


Old Address: New Address: 


Street Street 
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Lest We Forget* 


NOVEMBER 1956 


ROBERT C. McELVAIN, M.D., St. Louis, Mo. 


SINCE OUR GENERAL PRACTICE SECTION PRO- 
GRAM IS REPLETE with articles of superlative 
scientific and practical value, I have elected 
to stray from the realm of scientific procedure 
and devote my allotted time to talking as a 
General Practitioner to Doctors of General 
Practice on a subject pertaining to General 
Practice. I have chosen for that subject the 
title of “Lest We Forget,” because in this day 
of supersonic development, atom splitting, 
space travel and ultra specialization, one is 
apt to overlook and completely forget the 
physicians of early and modern periods who 
pioneered and made possible the creation of 
the present-day high pinnacle of success on 
which medicine and surgery now rests. 


Let us revert back through the years, or bet- 
ter say through the centuries, to a day when 
life was difficult indeed and beset with 
plagues, epidemics, infections and other life- 
destroying agents which depopulated large 
percentages of countries of the then known 
world. During these terrible times all doctors 
were general practitioners. Men of immor- 
tality such as Galen, Versalius and Harvey, to 
mention but three whose creative ability and 
originality established epochs in medicine 
which dated from the Greek and Early 
Roman Age through the Rennaissance to the 
seventeenth century. 


Lest we forget doctors of general practice 
who, while serving humanity’s general medi- 
cal needs, became renowned in an entirely 
different field and left for posterity marked 
evidence of their resourcefulness and origi- 
nality, permit me to remind you of medical 
men of early periods whose endeavors estab- 
lished certain and definite truths which have 
lived through the centuries and created recog- 
nized medical epochs. 


At this point it is well to define a general 
practitioner. The Academy of General Prac- 
tice has, I believe, supplied the one which 
more adequately gives the status of the family 
doctor. It is:— “A General Practitioner is a 


*Chairman’s Address, read before the Section on General 
Practice, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


Doctor who does not limit his practice to a 
particular field of medicine or surgery. In 
his general capacity as family physician and 
medical adviser, he may however devote par- 
ticular attention to one or more special fields, 
recognizing at the same time the need for 
consulting with qualified specialists when the 
medical situation exceeds the capacity of his 
own training and experience.” 

Now, I have selected Galen, Versalius and 
Harvey as representing ancient medicine be- 
cause each established a medical epoch 
through developing and publicizing facts 
which have withstood the ravages of time and 
criticism. 

Galen, born in Greece in the year 130 A.D., 
moved to Rome at the age of thirty where 
he built a large general practice, and became 
a prolific writer on medical subjects, thereby 
establishing himself in history as an authority 
on medicine far beyond his day and creating 
a period which extended to the time of Ver- 
salius. 

Andreas Versalius, a general practitioner 
and physician to Charles V of France, became 
the first and greatest anatomist of the Renais- 
sance period. 

William Harvey, a great general practi- 
tioner was the first to describe and give to 
medicine a comprehensive picture of the cir- 
culation of the blood. Consequently he be- 
came the outstanding medical man following 
Galen. 


These three doctors of antiquity who made 


observations and established truths which have 
withstood the tests and attacks of time and 
profession, were general practitioners who 
carried on their special efforts and work con- 
currently with conducting large medical prac- 
tices. While many medical practitioners ex- 
isted during the dark era of medicine, I have 
for the sake of brevity, selected these three 
doctors because of the originality and com- 
pleteness of their contributions to future gen- 
erations of medicine. 

Coming now to American Medicine let us 
first consider the immortal Beaumont who 
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was a general practice Army Doctor at Fort 
Mackinac when Alexis St. Martin entered the 
picture with the gastric sinus through which 
Dr. Beaumont was able to follow the course 
of digestion and give to the medical world 
the first authentic description of gastric ac- 
tivity. 

Marion Sims did general practice in rural 
Alabama before becoming well known as a 
capable and original surgical operator. His 
early surgery resulted mainly from necessity 
since in this sparsely settled section, a doctor 
must choose between the sacrifice of human 
life or the development of a surgical technic 
to apply where and when needed,— hence his 
early operation for abscess of the liver, and 
surgical removal of the jaw. The same reason 
applied to his development of the surgical 
cure of vesicovaginal fistula. His original use 
of silver wire sutures together with the crea- 
tion of his duck-billed vaginal speculum and 
Sim's position for examination gives evidence 
of an instance where a doctor with great 
general knowledge became a fine surgeon and 
later an internationally known great gynecolo- 
gist. 

More recently in America, outstanding evi- 
dence of general practitioners with large gen- 
eral practices becoming famous in another 
field is the Mayo family,— Dr. W. W. and 
his two illustrious sons William and Charles. 
As we all well know their fame continues to 
live and be perpetuated through the founda- 
tion created during the lifetime of Will and 
Charlie. 


So much for a very brief outline of the 


- past which has brought medical order out of 


chaotic darkness or ignorance and supersti- 
tion, and given to civilization the firm founda- 
tion on which our profession now rests. But 
now that so much has been achieved, dare 
we relinquish our grip on this achievement 
and by so doing permit the replacement of 
that wonderful group of family doctors with 
state paid actors on the stage of politically 
controlled medicine? Indeed not! Well, what 
is the answer? With the full realization that 
my views do not and cannot adequately sup- 
ply an answer to so momentous a question, I 
request your indulgence while I briefly state 
a few of them. 


In order to keep general practice on a high 
professional level, it is quite necessary to pro- 
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vide institutions for training the young doctor 
who desires entering general practice, as well 
as the college that educates him. Since all 
aspirants to a medical doctorate must follow 
the same course of premedical and medical 
preparation, the postgraduate training must 
of necessity be the factor that sets the now 
well-schooled doctor on a career of specialism 
or general practice. The training of the spe- 
cialist offers no problem since most, if not all, 
of our medical institutions of learning are an 
integral part of large hospital groups that 
furnish three to five year specialty residencies. 
Splendid! But what of the graduate who de- 
sires training for general practice? Long be- 
fore his graduation he is advised, usually by 
one or more of his teachers, to spurn general 
practice and train for board certification in a 
specialty, with the result that the college 
connected hospitals, where specialty training 
is given, are crowded with applicants while 
the large well-equipped private hospitals, 
where doctors for general practice could and 
should be trained, must rely for internes on 
foreign graduates, many of whom cannot 
speak even rudimentary English. 


It is my contention that a doctor in general 
practice should have the opportunity of ac- 
quiring a broad general training and be as 
well equipped for practice as a family doctor 
as is the specialist for his chosen field. I fur- 
ther contend that a well-rounded practical 
rotating internship and residency in general 
practice given to the recently graduated doc- 
tor who is anxious to receive training as a 
family doctor creates a firmer base for spe- 
cialty training at a later date if so desired. 
Truly, isn’t it logical that a broad general 
knowledge makes for a more complete spe- 
cial understanding? Some of our medical in- 
stitutions of learning have provided precep- 
torships whereby, under the tutorship of the 
qualified family doctor with a large practice, 
the medical student during his vacation pe- 
riod between his junior and senior years, en- 
ters his preceptor’s office, accompanies him 
on house calls, makes hospital rounds with 
him, and by so doing receives practical train- 
ing in physician-patient relationship as well 
as medical economics in general. 

At long last a trend of recognition for the 
great need of more practical training for the 
aspirant to general practice is developing. 
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Some of our state universities have estab- 
lished in their medical curriculum a depart- 
ment of general practice with facilities for 
training the student in human relationship 
whereby the individual is considered as well 
as the ailment. An excellent description of 
such a department in operation at the Uni- 
versity of Tennessee is given in an article by 
Dr. Robert A. Davison in the September 24 
issue of the Journal of the American Medical 
Association of this year. 

I cannot bring my talk to a close without 
quoting verbatim a directive recently issued 
to its staff by a first class general hospital of 
250 beds. I quote:— 


Administrative Directive 


The Joint Commission on Accreditation of Hospitals 
has taken a strong position against general practition- 
ers referring patients to operating surgeons and then 
assisting on the operation and thereby collecting a 
fee. At the time of the survey of Blank Hospital 
the examiner for the Joint Commission made a strong 
point as to the Commission’s opposition to this type 
of action. 


The Executive Committee of Blank Hospital Medi- 
cal Staff, in its regular meeting held July 1955, received 
the recommendation of the Surgical Section that 
general practitioners referring patients to operating 
surgeons shall not be privileged to assist on the opera- 
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tion and thereby collect a fee. The Executive Com- 
mittee in its meeting in August 1955, unanimously 
approved the motion that (And this is underscored, 
each and every word) “Those doctors only who are 
competent in completing the surgery at hand are to be 
privileged to assist the attending surgeon in any 
operation at Blank Hospital. This does not imply that 
House Staff officers shall not assist. 


The operating room nurse supervisor is, therefore, 
now instructed to deny privileges of assisting in sur- 
gery to anyone who is not fully competent to per- 
form the surgery himself and, more specifically, the 
attending physician who refers a patient to an operat- 
ing surgeon shall in no wise be permitted to assist 
on that surgery.” 

Of course the Joint Accreditation Commis. 
sion of Hospitals is credited with the author. 
ship of this directive, but regardless of from 
whatever authority it stems, it is easy to see 
the low level category in which the doctor in 
general practice is placed! 

Unless we more completely recognize the 
need for, and great value of, better and more 
comprehensive training for the family doctor, 
together with provision throughout our rural 
areas of ways and means for him to practice 
scientific medicine, we are encouraging va- 
rious and sundry cult practices which only 
discredit organized medicine and lead to 
Federal and state controlled practice. 
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An Unusual Cause for Paralysis 


of the Extremities* 


JOHN GLASSON, M.D., and FRANK H. STELLING, M.D.,+ 


Greenville, S. C. 


This reminds us that tricresyl phosphate is still the neurotoxic substance that it was 


in the days of “jake paralysis.” 


ABOUT FOUR AND A HALF YEARS AGO, three very 
blonde sisters, ages four, six and eight years, 
were brought to the Shriners’ Hospital in 
Greenville, South Carolina, with the story 
that they had spontaneously developed a 
partial paralysis of all four extremities three 
weeks previously. 


Clinical Story 


According to the mother, these children had 
developed normally, and had had no illnesses 
other than the common contagious diseases of 
childhood from which they had all recovered 
without complications. A history of the pres- 
ent illness revealed the following information: 

The family consisted of four girls, ages two, 
four, six and eight years, a mother and father 
both of whom worked at full-time jobs out- 
side the home, and an elderly colored woman, 
who stayed in the home and cared for the 
four children in the absence of their parents. 


About six weeks previously the mother, be- 
fore leaving for work in the morning, noted 
that the children apparently had a cold and 
left word with the maid to give them all a 
dose of castor oil. In carrying out these in- 
structions the maid was said to have mistaken 
a bottle of “machine oil” for the castor oil. 
She gave each of the older children one and 
one-half tablespoons full of this machine oil 
and took three tablespoons full herself. She 
offered the oil to the two year old youngster 
but, when she refused it, did not force her 
to take any. The children who took the oil 
and the maid felt some abdominal discomfort 
and nausea during that and the following 
day. The next morning the maid took three 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


wy Shriners’ Hospital for Crippled Children, Green- 


more tablespoons full herself because she had 
failed to have a bowel movement. For a 
period of three to five days following the in- 
gestion of the oil the children had a tempera- 
ture elevation to the neighborhood of 103 de- 
grees and were said to have vomited green 
material and to have had discoloration in the 
urine. The two year old continued in good 
health. 

The children and the maid were then 
asymptomatic for a period of about three 
weeks. At this time the eight year old girl was 
noted by her teacher to have a peculiar gait 
while walking at school, and in the same day 
fell down and was unable to get up and walk 
after this. The maid and the other two chil- 
dren were also stricken about three weeks 
after the ingestion of the oil with a partial 
paralysis which in all of them involved the 
hands and the musculature of the pelvic girdle 
and both lower extremities. 

The children were hospitalized in a neigh- 
boring city and following spinal taps, x-ray 
studies and blood tests, the conclusion was 
reached that they were suffering from a 
peripheral neuritis, cause undetermined, and 
were referred to our hospital for further study. 
This was three weeks following the onset of 
the paralysis. 

At the time of the first visit to the Shriners’ 
hospital the positive physical findings were 
as follows: 

The eight year old girl showed marked 
weakness in all the intrinsic muscles of the 
hands and no opponens function. There was a 
considerable hyperextension of the metacar- 
pophalangeal joints. The musculature of the 
shoulder, arm and forearm functioned nor- 
mally. Examination of the lower extremities 
showed weak abductors in the hips, weak ex- 
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tensors, fairadductors, poor rotators and poor 
hamstrings. Quadriceps function was fair. 
Both the dorsiflexors and plantar flexors of 
the feet were for all intents and purposes 
absent. It is to be noted that the muscle weak- 
ness in this as in all the other cases was en- 
tirely symmetrical. 

The six year old likewise demonstrated the 
same marked weakness in the intrinsic mus- 
cles of the hand, this being the only defect in 
the upper extremities. She had weakness in 
the hip abductors, extensors and hamstrings, 
and no effective function in the musculature 
below the knees. She, as did the older sister, 
walked with difficulty and with a marked 
drop-foot gait. 

The four year old presented a slightly dif- 
ferent pattern from the others. The findings 
in the upper extremities were much the same 
with perhaps some additional weakness in the 
wrist extensors. In the legs, however, there 
was more of a spastic paralysis. The spasticity 
involved principally the gastrocnemius and 
soleus group of muscles and the pattern of 
weakness was otherwise similar to the two 
older sisters. 


Examination of the colored maid showed 
extensive weakness in all of the intrinsic 
muscles of the hand on both sides, and a com- 
plete flaccid paralysis of all the muscles be- 
low the knees with some spotty weakness in 
the muscles about the hips but fairly good 
quadriceps and hamstrings groups. 

We examined the two year old child and 
found absolutely no abnormalities in the mus- 
culature of the extremities. 

Laboratory examinations, including an 
analysis of the spinal fluid, were entirely with- 
in normal limits. Electrocardiograms done on 
the three older children eight weeks after 
onset of the illness were entirely negative. 


Comment 


Our first idea was that this represented 
some type of postinfectious neuritis, possibly 
being explained as a Guillain Barré Syn- 
drome, and that the history of consumption of 
the machine oil was probably a “red herring.” 

However, as a double check, we did obtain, 
with the help of the County Health Depart- 
ment nurse, the remainder of the oil in the 
bottle from which the dose had been given. It 
turned out to be a ring lubricant and solvent 
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used in a plant manufacturing plastics. It was 
submitted to the plant chemist for analysis 
and was found to be almost pure tricresy| 
phosphate with about 5 per cent of the oil be. 
ing the isomer orthotricresyl phosphate. The 
ortho isomer is a known neurotoxin and 
though it may attack any part of the central 
nervous system, it attacks primarily the myelin 
sheaths of peripheral nerves and typically 
causes a foot drop as well as weakness or 
paralysis of the intrinsic muscles of the hands. 
Recovery of function does take place in many 
cases but usually takes around 5 to 10 years.!4 

Perhaps the best known examples of poison- 
ing with this substance took place during the 
days of prohibition and occurred in many of 
the southwestern and central states. The con- 
sumption of Jamaica Ginger Extract in rather 
large quantity for its alcoholic content was a 
popular practice in those days, and a large 
quantity of this extract had become contam- 
inated with an appreciable amount of ortho 
tricresyl phosphate (about 2 per cent). This 
occurred in the spring of 1930 and 15,000 peo- 
ple were said to have been poisoned. The con- 
dition came to be known popularly as “Jake's 
Palsy” and occurred in many railroad workers 
in these areas. This epidemic gave, of course, 
a very rich material for studies of orthotri- 
cresyl phosphate poisoning. 7-1 

The first poisoning symptoms include ab- 
dominal pain and vomiting, followed by a 
latent period of 10 to 20 days. Nervous symp- 
toms such as feelings of stress may occur. After 
another few days difficulties are noted in 
moving the feet, especially the toes. The 
paralysis then spreads involving both upper 
and lower extremities and reaches a maxi- 
mum after 2 to 3 weeks. The intensity of the 
paralysis varies dependent upon the degree of 
poisoning. Only one case is known where 
death occurred from respiratory paralysis.’ 

The first improvement can be observed in 
about five weeks after the poisoning and oc- 
curs in the least affected muscle groups first. 
Of 201 cases hospitalized in the United States 
after the above mentioned epidemic, 10 per 
cent were able to walk without a stick after 
two years. In 72 of these cases the weakness 
of the hands disappeared after two years.” 


Toxicology 


The amount of orthotricresyl phosphate 
necessary to produce poisoning in the human 
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is estimated to be from 0.15 to 0.3 Gm.; 2 
Gm. will produce foot drop in a man.* 

Tricresyl phosphate has long been used as a 
softener for vinyl plastics, and some cases of 
poisoning have been reported where food 
became contaminated by contact with these 
plastics during the early years of their manu- 
facture in Germany.!? Other cases were re- 

rted where it was mistaken for a food oil 
and used for frying potatoes, or used other- 
wise as a Substitute for fats. In Switzerland, 
in July, 1940, the personnel of a military unit 
became poisoned after eating some cheese con- 
taining tricresyl phosphate.}* 

It has been given experimentally to numer- 
ous types of experimental animals and is 
found to be highly toxic when given orally, 
or when injected subcutaneously, intramus- 
cularly, or intravenously, but not particularly 
toxic when rubbed upon the skin. Some ab- 
sorption by this route can be demonstrated.* 
There is no known specific therapy for this 


type of poisoning. 
Treatment 


The plan of treatment in our cases was to 
provide adequate bracing and splinting to 
prevent deformity during the prolonged re- 
covery period. They have had bracing, graded 
active exercise with light heel cord stretching 
as indicated, and have been kept under close 
observation for evidence of return of muscle 
power in the affected groups. All of the chil- 
dren have shown definite return of function 
in these muscles. The intrinsic muscles of 
the hands were probably least involved to 
begin with and have shown complete recovery. 

At the time of this report, it has been 
about four and one half years since the pa- 
tients ingested the tricresyl phosphate. The 
adult still shows a marked foot drop and ex- 
tensive weakness in the musculature about 
the hips. 

The eldest child gets about well using 
crutches. She walks with a good four point 
gait and bilateral short spring type drop foot 
braces. Even with crutches there is a definite 
forward tilt of the pelvis. Her only deformity 
is a slight flexion contracture of both hips. 
She has practically no dorsiflexion of either 
foot, good gastrocnemius function and good 
quadriceps groups. The abductors and ex- 
tensors of the hips are poor. 
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The second child clears her feet well with- 
out braces but uses a high top shoe. Her foot 
dorsiflexors rate about fair. She walks with a 
slight abductor lurch on each side without 
crutches. The abductors and extensors of the 
hips also rate about fair. 


The youngest child has about the same resi- 
duals as the eldest, but exhibits more spastic- 
ity throughout the lower extremities. Our 
only explanation for this difference is that 
she possibly had a mild cerebral spastic dif- 
ficulty prior to the occurrence of this new 
insult to her nervous system. 
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Discussion (Abstract) 


Dr. Clarence R. Martin, Houston, Tex. Since this 
is the last presentation, my discussion will be brief, 
though I do not mean to detract from this paper 
which I enjoyed very much. 


We have seen quite a bit of polio here in Houston 
and adjoining areas, and I am glad to learn of an- 
other cause for paralysis in extremities, rare as it 
may be. I was completely ignorant of this chemical, 
tricresyl phosphate, and that it is a neurotoxic poison. 
Although we have a considerable number of indus- 
trial plants in this area, gasoline, and so forth, I do 
not know of any reported cases. 

As to the diagnosis, the flaccid type paralysis would 
certainly make one think initially of poliomyelitis, or 
some form of infectious neuritis. It would appear that 
a definite diagnosis can be made only by chemical 
analysis of the material ingested. 
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Ureteral Ectopia in Infancy and 
Childhood: Report of Eleven Cases* 


CARL F. RUSCHE, M.D., and FRANK R. MORROW, M.D.,7 
Hollywood, Calif. 


The diagnosis of this anomaly should be suspected especially in female children in the presence 
of urinary disturbances. Cystoscopic examination is imperative in such instances for this 
is the only means of making the diagnosis with certainty. 


THE LARGE NUMBER OF CASES OF URETERAL 
ECTOPIA reported during the past decade has 
removed the condition from that of a urologic 
rarity. It is one of the anomalies discovered 
in direct ratio to the amount of awareness, 
persistence, and diligence exercised by the 
examining physician. 

Urologists have long believed that develop- 
mental anomalies occur with greater fre- 
quency in the urinary tract than in any other 
system of the body. The results of treatment 
of many anomalies are often very discourag- 
ing; yet this is not true of ureteral ectopia. 
The condition is frequently very difficult to 
diagnose but in most cases it can be cured 
surgically. Generally, the required surgical 
procedure preserves all normal renal tissue 
and at the same time removes a defect which, 
if left unattended, in many instances alters 
the personality, physiology, and conceivably 
the life expectancy of those afflicted. 

Ectopy of the ureter was first reported by 
Schrader, in 1674, from an anatomic dissec- 
tion. But it was not until 1895 that the first 
case was diagnosed cystoscopically, by Albar- 
ran. It was Kilbane,! in 1926, who developed 
the present classification. The latest collective 
review on the subject contained 425 cases, by 
Burford, Glenn and Burford,” in 1949. 

Today, incidence statistics are probably not 
significant because of the downward revisions 
with the reporting of new cases. The sex 
ratios vary from 1:2 to 1:5 as found by various 
authors. In our experience, the anomaly oc- 
curs more often in the female; therefore, we 

*Read before the Section on Urology, Southern Medical As- 


sociation, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 


+From the Department of Surgery (Urology), University of 
Southern California School of Medicine, Los Angeles, Calif. 


believe that 1:5 ratio is more nearly correct. 
Again this may be more relative than actual 
for two reasons: (1) because of the increased 
difficulty in making the diagnosis in the male, 
and (2) the apathetic attitude toward a physi- 
cal disability by modern women. Most authors 
agree that there is equal incidence as to the 
side involved. 


Over 80 per cent of all instances of extra- 
vesical ureteral termination occur in con- 
nection with a duplication of the renal pelvis 
and ureter, with the superior pelvis and ureter 
having an ectopic orifice in about 95 per cent 
of cases. The condition is of embryologic 
origin. 

The condition of ectopic ureteral orifices 
in the female has been completely and thor- 
oughly outlined by Wesson,’ Hepler,‘ as well 
as by others. For that reason, it will be dis- 
cussed but briefly in this paper. In the de- 
velopment of complete duplication, two 
ureteral buds are developed from the Wolf- 
fian duct. The ureter draining the superior 
pole will normally come to rest through sub- 
sequent developmental steps of rotation and 
incorporation medially and lower in the blad- 
der. If the process is faulty, the ureter drain- 
ing the superior pole will remain attached 
to the Wolffian duct and drain into structures 
which are duct derivatives. In the male, these 
are the epididymis, vas, seminal vesical, ejac- 
ulatory ducts, or the prostatic urethra; in the 
female, the ectopic ureter may terminate in 
the urethra, vaginal vestibule, or a patent 
Gartners duct. 


Symptomatology 


It should be strongly emphasized that there 
is no symptom-sign complex to alert the ex- 
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aminer to the presence of ureteral ectopia. 
Pyuria, faulty control of the urine, or a com- 
bination of the two, are the usual presenting 
complaints. Unfortunately, the infection often 
masquerades as one of the many conditions 
commonly encountered in childhood. 


The clinical expression of bacterial in- 
vasion varies from an asymptomatic micro- 
scopic laboratory finding in the urine, to a 
picture of frequency, dysuria, chills and fever, 
indistinguishable from acute pyelonephritis. 

Since the external urethral sphincter con- 
trols the stream in the male, incontinence is 
restricted to the female. Diurnal leaking, 
enuresis, Or continuous dribbling, are most 
frequently observed, although these findings 
can be easily overlooked in infants and small 
children. Occasionally, an observant mother 
may actually make the diagnosis by the de- 
scription of the child’s voiding habits. One 
should be extremely careful not to disregard 
all enuretics as the result of an overanxious 
parent. Again, we wish to emphasize the im- 
portance of a complete, careful investigation 
of the urinary tract in all of these cases. 


Diagnosis 


Because of the lack of pathognomonic signs 
and symptoms, most of these cases are dis- 
covered by accident rather than design. In 
the examination of children with enuresis or 
vague urologic histories, a routine method of 
examination should materially increase the 
chances of recognition. When a child is ex- 
amined, the external genitalia should be care- 
fully observed while bimanual pressure is 
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made over each renal area. Leaking of urine 
or the extrusion of mucoid pus strongly sug- 
gest the presence of the anomaly. 


The use of delayed cystograms and urethro- 
grams are often an aid in the diagnosis of 
ureteral ectopy. The technic is simple and the 
results in this particular condition are quite 
remarkable. This will be shown later. The 
impression gained from a review of excretory 
urograms is frequently one of insufficient 
function of the diseased segment of the kidney 
to produce a contrast shadow. If visualization 
does occur, some degree of hydronephrosis 
and hydro-ureter is usually demonstrated. An 
absence of the superior calyceal group in a 
pyelogram, otherwise normal in form and 
function, should arouse suspicion. 

Cystoscopy is unquestionably the most con- 
vincing of all procedures. Nevertheless, in 
most cases it requires a meticulous search of 
the vesical neck areas to visualize the ectopic 
orifice. The examination is best accomplished 
with the McCarthy miniature or the Braasch 
infant cystoscope. General anesthesia is man- 
datory to obtain sufficient relaxation for the 
painstaking investigation. 


To add to the problem of identification, 
ectopic orifices are subject to moderate vari- 
ation in appearance. Some resemble the open- 
ings of large urethral diverticula, often large 
enough to accommodate the entire cystoscope. 
Many are patulous splits, usually closed and 
obscured by mucosal folds at the bladder neck. 
Another variant is the small, stenotic, pin- 
head-size opening, which may be mistaken for 
a dilated urethral gland. 


TABLE 1 
ELEVEN CASES OF URETERAL ECTOPIA 


Symptoms 


Incon- 
tinence 


Duration 
3 yrs. 
6 mos. 
1 wk. 
4 yrs. 
2 mos. 
yrs. 


10 mos. 


9 mos. 
4 yrs. 


5 yrs. 
16 mos. 


2 


++ + 


Diagnostic Points 
Bimanual X-ray 
Exami- Infec- Demon- 
nation tion stration 


No report 


Treatment 
Heminephrectomy 
Heminephrectomy 
Nephrectomy 
Nephrectomy 
Heminephrectomy 
Heminephrectomy 
2nd Ureterectomy 
Bilateral 
Heminephrectomy 
Heminephrectomy 
Heminephrectomy 


o+Stt + +4+4+4+44 


Heminephrectomy 
Nephrectomy 
(No Duplication) 


++ + 
+o ot + 


4 
| 
| 
} 
: 
| 
: 
) 
| 
Name Age | 
5 NS. 41% yrs. 
J.R. 2% yrs. 
V.W. 24% mos. 
C.F. 4% yrs. 
p N.F. 8 yrs. 
CB. 7% yrs. 
t SS. 10 mos. 
C.B. 15 mos. 
CS. 
J.T. 7 yrs. 
S.M. 
e 19 mos. 
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Treatment 


Treatment may be divided in two types: FF 
(1) a procedure directed toward extirpation 3 
of the offending lesion, and (2) a procedure 
directed toward creating more normal ave- 
nues of drainage. In this series, resection of 
the kidney with partial or complete ureterec- 
tomy was considered the procedure of choice 
for the correction of the anomaly. Complete 
nephrectomy is occasionally requested if the 
vascular supply will not permit resection of 
the superior segment. We have removed only 
that portion of the ureter which can be con- 
veniently reached through the lumbar in- 
cision. With a wide exposure all of the ureter 
can be removed except the terminal few centi- 
meters. 


Successful results have been reported fol- 
lowing transplantation of the aberrant ureter 
to a new site in the bladder. A more widely 
accepted method has been to move the ectopic 
orifice into the bladder by means of an ex- 
tensive ureteral meatotomy. 

At the Children’s Hospital, at Los Angeles, 
we have had 11 cases of ureteral ectopia, from 


FIG. 1 
(Case 1) Retrograde pyelogram showing complete duplica- 


tion with hydronephrosis and hydro-ureter of superior seg- 
ment of the left side. 


October 1, 1949, to April 15, 1954 (Table 1). 
They were all female children ranging in age 
from 9 weeks to 9 years, and all had the diag- 
nosis confirmed preoperatively. All were suc- 
cessfully treated surgically. Nine had resec- 
tions of the kidney and ureterectomy, 3 re- 
quired nephrectomy and in one, a secondary 
ureterectomy was necessary. Eleven kidneys re- 
vealed complete duplication and one was a 
solitary kidney with an extravesical ureteral 
termination. 


The following seven case reports graphical- 
ly demonstrate some of the difficulties in the 
diagnosis and care of these children. 


Case Reports 


Case 1. N. S. (No. 56097), a white girl, age four 
and a half years, was admitted to the hospital Septem- 
ber 12, 1951, because of edema of the face and legs 
of six weeks duration, and recurrence of hematuria, 
pyuria and left flank pain. Except for the edema, 
these findings were first manifested at the age of 20 
months. Her past history also revealed pyelographic 


demonstration of an incomplete duplication of the 
‘Case Retrograd logram showi i i- 
A the right kidney, and that a transurethral resection for a 
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(Case 2) Apparently normal retrograde pyelogram. 


bladder neck obstruction had been performed at the 
time of the onset of her first genitourinary symptoms 
(Fig. 1). 

Cystoscopic examination, carried out on September 
17, with the McCarthy miniature cystoscope revealed 
that the bladder wall was normal in appearance. The 
ureteral orifices were normal in appearance and in 
the usual location. On withdrawing the instrument 
into the posterior urethra, an opening was seen be- 
tween five and six o’clock, which gave the impression 
of being either a dilated ureteral opening or a diver- 
ticulum. A No. 5 catheter could be passed 10 cm. 
The normal ureteral orifices were catheterized. ' 


Roentgenograms demonstrated a double kidney on 
the left side, with marked hydronephrosis and hydro- 
ureter of the left upper segment (Fig. 2). The right 
kidney appeared unchanged. 


A heminephrectomy and partial ureterectomy was 
carried out. The gross specimen consisted of an in- 
fantile kidney measuring 5 by 3 by 3 cm. with 20 cm. 
of attached ureter measuring 10 to 12 mm. in diameter. 


There was an uneventful postoperative course, and 
follow-up reports indicate complete cure. 

Pathologic Diagnosis: Hydronephrosis; hydro-ureter; 
pyelonephritis; and ureteritis. 

Case 2. J. R. (No. 32648), a white female child, 
age two and a half years, was admitted to the hospital 
October 6, 1949. The presenting complaint was that 
the child was always wet, even though she had a 
normal voiding pattern. 


Six months prior to hospital admission, a pedia- 


URETERAL ECTOPIA—Rusche and Morrow 1331 


trician had dismissed the complaint with the state- 
ment: “She will outgrow it.” Intravenous pyelograms 
one month prior to admission, revealed duplication 
of the right kidney. 

Cystoscopic examination revealed a normal appear- 
ing bladder with two ureteral orifices in the usual 
location (Fig. 3). The posterior urethra appeared 
normal. Intravenous indigo carmine solution did not 
appear outside of the bladder. Excretory urograms 
revealed a small hypoplastic superior pelvis on the 
right side, but the ureters were not demonstrated. 


The family was instructed to bring the child back 
for periodic examinations, but she was not seen again 
until April, 1950. Cystoscopic examination at this 
time revealed similar findings to those demonstrated 
in October, 1949; although on close observation urine 
was seen to run constantly from the external urethral 
meatus. There was no appearance of the indigo car- 
mine, which was injected into the bladder, and a pad 
placed over the external genitalia became soaked with 
clear urine. 


A right heminephrectomy and excision of 7 cm. of 
ureter was done in May, 1950. 

Postoperative examination at nine months revealed 
no evidence of urinary dribbling and sterile urine. 

Pathologic Diagnosis: Kidney with chronic pyelo- 
nephritis; acute and chronic inflammation of ureter. 

Case 3. V. W. (No. 56793), a white female child, 
age two and a half months, was admitted to the hos- 
pital October 29, 1951. The infant was born six weeks 


FIG. 4 


PV. 11-2-51 


(Case 3) Retrograde pyelogram showing suprarenal mass 
displacing left kidney. 
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prematurely, but appeared to have no difficulty other 
than some colic, consisting of abdominal distention 
and loose stools. 


One week prior to hospital admission it was ob- 
served that the child had pain before urinating, and 
the urine was milky colored. 


Physical examination revealed a well-developed and 
nourished infant, with a distended abdomen and 
grossly purulent urine on the diaper. Abdominal 
palpation disclosed a 3 to 4 cm. mass in the left upper 
quadrant extending to below the umbilicus. The 
mass was slightly movable, nontender, cystic in char- 
acter, and had discrete borders. On palpation of the 
mass, milky, mucoid urine was expelled from the 
urethra. Urinalysis revealed three plus albumin and 
innumerable white blood cells. Urine culture was 
positive for Escherichia coli. 


Excretory urograms were unsatisfactory, and at 
cystoscopy no unusual conditions were demonstrated. 
The retrograde pyelographic studies disclosed a large 
mass above the left renal area which caused down- 
ward displacement of the left kidney (Fig. 4). Another 
cystoscopic examination revealed a large opening on 
the floor of the posterior urethra, and the catheter 
which was introduced coiled within this opening. 
Retrograde pyelograms now demonstrated a large 
hydronephrosis and hydro-ureter of the superior seg- 
ment in a_ left-sided complete renal duplication 
(Fig. 5). 


(Case 4) Retrograde pyelogram suggestive of bilateral du- 
plication. 


A nephrectomy and complete ureterectomy were 
carried out, and followed by an uneventful postoper- 
ative course. 


Case 4. C. F. (No. 54389), a white girl, four and a 
half years of age, was admitted to the hospital July 
26, 1951. 


The past history revealed that urinary tract infec- 
tion had been present since the age of two months. 
Excretory and retrograde studies had been carried 
out elsewhere, and reportedly demonstrated a bifid 
pelves on the left. The right pelvis was suggested as 
appearing too small compared to the size of the kidney 
outline. 


A cystoscopic examination was done on July 2), 
using a Butterfield instrument. Two ureteral orifices 
appeared normal in configuration and location. The 
retrograde pyelograms showed small, normal appeat- 
ing pelves but the picture was not inconsistent with 
bilateral reduplication (Fig. 6). Excretory urograms, 
made two weeks after the pyelographic studies, demon- 
strated double pelves and double ureters on the left 
in the upper two inches. The findings on the right 
side were unchanged from the previous examination. 

There was no response to the administration of anti 
biotics. A second cystoscopic examination was carried 
out, again using the Butterfield instrument. Only two 
ureteral orifices could be identified, in spite of @ 
minute search of the bladder floor and neck. Upon 
removal of the instrument, pressure exerted over the 
right renal area caused urine to spurt from the 
urethra. 


(ee te Because of the excellent physical evidence for ectopi¢ 
ase etrogra pyelogram outlining a left ectopic 
ureter to a hvdronephrotic superior segment. ureter, another cystoscopic examination was doné, 
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this time using the infant McCarthy panendoscope. 
The two normal-appearing ureteral orifices were 
identified. On withdrawing the instrument beyond the 
vesical orifice, and allowing a free flow of water, a 
large opening was found about six o’clock close to the 
yesical sphincter. The caliber of the opening allowed 
the introduction of the entire instrument. A No. 5 
catheter passed to the 15 cm. mark with ease, and a 
large amount of purulent drainage appeared from the 
ectopic orifice. The other ureteral orifices were 
catheterized. 

Retrograde pyelographic studies revealed a double 
kidney on the right, and the lower half of a dupli- 
cated kidney on the left (Fig. 7). The upper portion 
of the right kidney showed marked hydronephrosis 
and hydro-ureter. 


Surgical exploration was carried out, and upon ex- 
posure of the renal pedicles, both kidneys were found 
to have a common blood supply. The hydronephrotic 
pelvis was intimately associated with the vessels. A 
heminephrectomy was thought inadvisable, and a 
nephrectomy and excision of 15 cm. of attached 
ureters was carried out. 

The child was discharged on the fourteenth post- 
operative day, subsequent to an uneventful convales- 
cence. To date the child has not returned to the clinic. 

Pathologic Diagnosis: Congenital anomaly, double 
ureters and pelves; chronic pyelonephritis; terminal 
phase of almost complete scarring involving only the 
distribution of one ureter and pelvis. 


FIG. 7 


(Case 4) Retrograde pyelogram showing complete right 
sided duplication with hydronephrosis and hydro-ureter of 
Superior segment. 
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(Case 5) Excretory urograms showing superior hypoplastic 
segment, and filling defect in cystogram on the left side. 


Case 5. N. F. (No. 33194), a white girl, 8 years of 
age, was admitted to the hospital October 17, 1949, 
for evaluation of findings suggestive of left renal dupli- 
cation and left ureteral ectopy. 


Past history revealed pyuria and albuminuria had 
been demonstrated consistently. The child and her 
family denied all genitourinary symptoms, though 
upon closer questioning it was learned that the pa- 
tient had to empty her bladder about 5:30 each 
morning. Excretory urograms had disclosed a left renal 
duplication with a hypoplastic superior segment 
(Fig. 8). A delayed cystogram in 30 minutes outlined 
a left supernumerary hydro-ureter by reflux filling 
(Fig. 9). 

Cystoscopic examination carried out after admission 
to the hospital revealed an S-shaped tunnel-like bulge 
of the bladder mucosa extending from the region of 
the normal left orifice to the bladder neck, and a 
large dilated, gaping orifice at six o’clock, immediately 
within the vesical sphincter. Two catheters were in- 
troduced but coiled upon themselves. Attempts to 
produce retrograde fillings from the catheters were 
unsuccessful. 


A heminephrectomy and partial ureterectomy were 
done. The postoperative course was uneventful, and 
the child was discharged on the tenth day. Repeated 
postoperative examinations have been negative, and 
the necessity of urination in the early morning has 
been abolished. 
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FIG. 9 


(Case 5) Cystogram delayed 30 minutes outlining left hydro- 
ureter. 


Case 6. C. B. (No. 2574), a white girl, 3 years of 
age, was admitted to the hospital January 11, 1946. 

Her past history revealed that there had been in- 
termittent attacks of fever and cloudy urine since the 
age of six weeks. The findings of urologic studies 
done six months before hospital admission demon- 
strated a double right renal pelvis and ureter, and 
downward displacement of the left kidney. 

Cystoscopic examination done on January 14, dem- 
onstrated two intravesical orifices on the right and 
one on the left. The pyelographic studies showed 
complete duplication on the right side; the left kidney 
was displaced downward, laterally and malrotated 
(Fig. 10). 

At subsequent clinic visits, the mother reported the 
child had intermittent frequency and enuresis. Urin- 
alysis, taken every three to four weeks, revealed marked 
infection. 

One year subsequent to the first hospital admission 
the child was readmitted with chills, fever, frequency, 
dysuria, and cloudy urine. Cystoscopy at this time 
was unchanged from the previous examination, except 
that the examiner felt that there were redundant folds 
of mucous membrane around the bladder neck which 
might be causing obstruction. A transurethral resec- 
tion of the bladder neck was carried out in February, 
1947, which was followed by an uneventful postopera- 
tive course. 

During the subsequent three years and four months, 
the child had occasional periods of frequency and 
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enuresis, and one episode of chills and fever. Two 
intravenous urographic studies added no new informa- 
tion. In June, 1950, the mother reported that the 
child would void clear urine for two to three days, 
and would then be able to strain and produce up to 
a cupful of foul, thick, stringy, yellow pus. On request 
the child reproduced this for the examiner. Uretera] 
ectopia was suspected for the first time, though the 
child had been under observation for four and a half 
years. 


Cystoscopic examination disclosed two right ureteral 
orifices. The trigone and bladder floor were moderate. 
ly edematous and the left orifice was not definitely 
seen. Suprapubic pressure produced efflux of purulent 
material into the bladder, which was found to come 
from an ectopic ureteral orifice on the floor of the 
urethra. Two ureteral catheters were easily introduced, 
Retrograde pyelograms revealed partial filling of a 
left ectopic hydro-ureter (Fig. 11). 

A heminephrectomy was done, a small catheter was 
sutured into the ureteral stump, and brought out 
through the lower angle of the incision. The ureter 
was irrigated postoperatively with various antibiotic 
solutions and silver nitrate. After removal of the 
catheter on the tenth day, the wound healed primarily. 


The follow-up urinalysis in ,the clinic revealed a 
small consistent pyuria. Three months postoperatively 
while attempting to make a delayed cystogram study, 
the urethral catheter passed into the ureteral stump 
instead of entering the bladder. An inadvertent ureter- 
ogram was made (Fig. 12). Following this procedure 


FIG. 10 


(Case 6) Retrograde pyelogram showing complete duplia- 
tion on the right side and left renal displacement. 
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(Case 6) Retrograde pyelogram showing partial filling of 
left ectopic ureter. 


the child had fever and abdominal pain for several 
days. About six weeks later, five years after her first 
hospitalization a complete ureterectomy was done. 


Case 7. S.S. (No. 38416), a white female child, age 
7 weeks, was admitted to the hospital March 24, 1950. 

The child had passed dark urine since birth, with 
increasing jaundice of one week’s duration. A diag- 
nosis of cholangitis was made. Laboratory studies dis- 
closed albuminuria, pyuria, and cultures of the urine 
grew out Escherichia coli. Cystograms, cystoscopy, 
blood chemical studies, and retrograde pyelograms 
were all reported to be within normal limits (Fig. 13). 

The infant was readmitted at the age of four 
months, with a history of pus in the urine and 
anorexia of 10 days duration. Excretory urograms were 
reported unchanged from the previous retrograde 
studies, and she was discharged on chemotherapy. 

The child was followed in the clinic at two week 
intervals. Repeated urinalyses revealed large amounts 
of pus and gram-negative rods. Several different anti- 
biotics were tried without affecting the urinary find- 
ings. The child would develop fever, grossly infected 
urine, and severe irritation of the external genitalia 
whenever these medicines were discontinued. 


The child was readmitted to the hospital for the 
third time at the age of 10 months. Cystoscopy with 
the McCarthy miniature revealed a large patulous 
orifice in the posterior urethra at about five o'clock, 
just outside the vesical sphincter and hidden by a fold 
of mucous membrane. This was catheterized to the 
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(Case 6) Inadvertent ureterogram. 


16 cm. level. The two intravesical ureteral orifices 
were also catheterized. Retrograde pyelograms showed 


FIG. 13 


(Case 7) Retrograde pyelogram reported normal. Note ab- 
sence of superior calyx on the left. 
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normal pelves on the right and on the left, and an- 
other hydronephrotic pelvis and hydro-ureter on the 
left (Fig. 14). 

A left heminephrectomy and partial ureterectomy 
of the hydro-ureter were done. The gross specimen 
was a kidney measuring 3 by 3 by 1.5 cm. with 12 cm. 
of attached ureter. 

The postoperative course was uneventful and the 
child was discharged on the tenth day. 

Pathologic Report: Chronic pyelonephritis and 
ureteritis. 


Repeated postoperative urinalysis continued to show 
pyuria. There were no episodes of fever, but at times 
the child was obviously uncomfortable and irritable; 
however, her weight gain was normal. Because of the 
continuous pyuria, bilateral duplication of empyema 
of the ureteral stump was suspected. 

Five months postoperatively another cystoscopic ex- 
amination was carried out using a No. 16 Brown- 
Buerger cystoscope. One right ureteral orifice was 
identified and catheterized. Very careful examination 
failed to reveal a second right ureteral orifice. The 
retrograde pyelographic studies were unchanged from 
previous examinations. 

At follow-up visits to the clinic she still continued 
to show pyuria. Cystograms and attempts to demon- 
strate a communication with the vagina were un- 
revealing. The mother stated there was no urgency, 
frequency, dysuria, or dribbling present. There were 


FIG. 14 


(Case 7) Retrograde pyelogram showing hydronephrosis 
and hydro-ureter of right superior anomalous segment. 
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(Case 7) Retrograde pyelogram showing hydronephrosis 
and hydro-ureter of left superior anomalous segment. 


no acute episodes of fever. Six months subsequent to 
the last hospital admission, the mother reported that 
during the previous month, at two-week intervals she 
would observe pus on the diapers: “ .. . as if an 
abscess broke.” Empyema of the stump was suspected. 


When the child was 17 months of age, she was te- 
admitted to the hospital for the sixth time. Cystoscopy 
with the McCarthy miniature cystoscope was carried 
out. Intravesical examination was unchanged. Inspec- 
tion of the posterior urethra identified the left ectopic 
orifice at five o’clock distal to the vesical orifice. 
Closer inspection of the posterior urethra revealed a 
second and much smaller orifice located on the floor 
about 1 or 2 cm. further distal to the vesical neck. 
A No. 5 catheter was passed up the left orifice a dis- 
tance of 6 cm.; no pus or efflux were seen. A No. 5 
catheter was introduced in the right ectopic orifice a 
distance of 20 cm. A No. 4 catheter was passed up the 
normal intravesical right orifice a distance of 18 cm. 
Retrograde pyelographic studies demonstrated a 
double fused kidney on the right. Its superior pelvis 
was hydronephrotic and the ureter markedly dilated 
(Fig. 15). The lower pelvis and calyceal system were 
essentially normal. 

A right heminephrectomy and partial ureterectomy 
were performed. The gross specimen consisted of a 


kidney measuring 5 by 4 by 3 cm., with 20 cm. of at- 
tached ureter. 


The patient was seen one month postoperatively at 
which time the urine was sterile. 
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Pathologic Diagnosis: Chronic phelonephritis and 
hydronephrosis; chronic ureteritis and hydro-ureter. 


Summary and Conclusions 


A brief review of the history and embryo- 
logic development of ureteral ectopia has 
been presented. It is the responsibility of the 
urologist to seek and find that type of 
ureteral ectopia which opens into the urethra. 
It is implied that this congenital anomaly oc- 
curs more often than is generally suspected, 
and that many cases are missed simply because 
the examiner does not think of it. The diag- 
nosis of 11 such cases in a period of two years 
and three months suggests more than just co- 
incidence. 

Diagnosis and correction of the condition 
in children is of prime importance, because 
it protects other parts of the urinary system 
from infection and saves the patients consid- 
erable disability. All cases of prolonged enu- 
resis, irregularities of urination, or urinary in- 
fection should have the benefit of complete 
urologic study. 

The signs and symptoms which accompany 
the condition are subject to wide variation. 

In the physical examination, bimanual 
pressure over the renal areas causing urine or 
pus to leak from the urethra is a most signifi- 
cant observation. 

To prove the diagnosis is difficult in many 
cases. Comparison of voided and catheterized 
urine, delayed cystograms, excretory uro- 
grams, cystoscopy, retrograde pyelograms, and 
chromocystoscopy should all be employed. It 
should be remembered, that frequently the 
ectopic segment has such diminished function 
that excretory tests have limited value. Ab- 
sence of the superior calyx on the pyelogram 


raises suspicion of duplication with nonvisual- 
ization of the superior segment. When such a 
calyx is present, however, it does not rule out 
duplication. A small hypoplastic single calyx 
superior segment may still be found. Such a 
hypoplastic segment may not be large enough 
to significantly increase the size of the renal 
mass. 

Delayed cystograms, when positive, can 
make the diagnosis and involve very little 
effort. 


Cystoscopy should be done with a straight 
vision instrument, and the variations in ap- 
pearance of the ectopic orifices remembered. 
Persistence is the keynote with this modality. 
One or two negative examinations mean little. 

The surgical therapy employed should be 
adapted to the individual patient. All of the 
cases presented were cured with nephrectomy 
or with resection of kidney and the ureter. 
Ureterectomy in relation to these cases is used 
advisedly. Classical removal as close to the 
ureteral orifice as possible is not implied. 
Such a complete removal would almost neces- 
sarily require a second incision, and the 
danger of damage to the vesical sphincter is 
a possibility. Removal of only that portion of 
pelvic ureter available from the renal in- 
cision would appear to be all that is required. 
The results of a clinical cure in these 11 cases 
where only subtotal resection was done tend 
to bear this out. 
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Pulmonary Embolism as 


an Early 


Manifestation of Thromboangiitis 


Obliterans* 


THROMBOPHLEBITIS, either superficial or deep, 
is present in more than half the cases of throm- 
boangiitis obliterans and is often the present- 
ing symptom. Yet embolic phenomena are 
rarely encountered. The low incidence of 
thrombo-embolism is attributed to the patho- 
logic lesions. Usually, thromboangiitis ob- 
literans is present for an indeterminate period 
without symptoms. Until the observations of 
Creech and associates! pulmonary embolism 
and infarction had not been reported early 
in the course of this disease. Its occurrence 
in three patients has recently been observed. 


Case Reports 


Case 1. M. C., a 43 year old, white service station 
operator, was examined September 19, 1950, because 
of pleuritic pain in the left lower chest. The pain 
had been abrupt in onset. His past medical history 
included several bouts of back pain attributed to a 
protruding low lumbar intervertebral disc. For this 
a spinal fusion had been done in November, 1943. 

No cause could be found for the pleural pain. 
There were no abnormal physical signs in the chest. 
X-ray examination showed the lung fields to be clear. 
One month later another episode of severe pleurisy 
on the left side occurred and lasted 3 days. On De- 
cember 24, 1950, he again had pleural pain and there 
was bloody sputum for several days. A pleural fric- 
tion rub was audible over the left lower lung area 
but chest x-ray film did not show any abnormality. 
Penicillin was given for one week. Because of recur- 
ring chest pain and malaise he spent several weeks in 
Florida. 

In August, 1951, superficial thrombophlebitis was 
noted in the left foot and the left leg, with erythema 
of the tissues surrounding the involved veins. Arterial 
pulsations in the feet were normal. No calcium depo- 
sition was seen in the vessels on x-ray study. Treat- 
ment consisted of bed rest for 6 weeks, anticoagulant 


*Presented at the Tennessee Section, American College of 
Physicians, Chattanooga, Tenn., April 11, 1955. 

+tFrom the Department of Medicine, Vanderbilt University 
School of Medicine, Nashville, Tenn. 


LAURENCE A. GROSSMAN, M.D.,f Nashville, Tenn. 


It appears that pulmonary embolism from thrombophlebitis, in men particularly, 
may be the first sign of thromboangiitis obliterans. 


therapy with Dicumarol, and penicillin. The throm. 
bophlebitis continued to smolder. Dicumarol was given 
for 6 months and he was kept on partial rest. 

In March, 1952, the left pleural pain recurred. The 
pulses were then noted to be absent in the left foot. 
A diagnosis of thromboangiitis obliterans was made. 
Cigarette smoking was prohibited. Anticoagulant 
therapy was discontinued and full activity permitted. 
All pain in the extremity subsided; there were no 
further signs of thrombophlebitis. In retrospect, it 
was thought that the bouts of pleural pain were the 
result of repeated small pulmonary emboli. There 
has been no further pleurisy to date. 


Case 2. M. F., a 20 year old Jewish college student, 
was examined on October 6, 1952, at Vanderbilt Uni- 
versity Hospital. One year previously he had _ been 
hospitalized in Chattanooga, Tennessee, with pain in 
the left chest and was found to have a large area 
of density in the left lower lung field with pleural 
effusion (Fig. 1). On repeated thoracenteses only 5 
to 15 cc. of pleural fluid were obtained. He was then 


FIG. 1 


Case 2 
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taken to a midwestern clinic. However, the etiology 
of the effusion was not determined. 

Six months later he had intermittent claudication 
at the level of the left calf. On the day before ad- 
mission painful swelling of the left thigh and leg 
occurred. The patient had been smoking 25 cigarettes 
daily for 4 years. 

Examination revealed color and temperature changes 
in both feet. The left thigh and leg were swollen 
and warm, with evident phlebitis of the saphenous 
network. The pulses of the feet were absent bilaterally. 
Pulsations of the popliteal artery were diminished. The 
nails were deeply cyanotic. Oscillometric readings con- 
firmed the reduced arterial pulsations below the level 
of the knee. The serum cholesterol was 155 mg. per 
100 cc. There was no evidence of diabetes. No arterial 
calcification was visualized on x-ray examination. 

He promptly stopped smoking. Treatment with 
Aureomycin, Priscoline, and bed rest was carried out 
for 6 days. He then became ambulatory and returned 
to his classes. In the following two years he has had 
occasional claudication after running or rapid climb- 
ing. There have been no other symptoms. The dor- 
salis pedis and posterior tibial pulsations remain ab- 
sent. 

Case 3. C. R., a 44 year old, white mechanic, was 
admitted to Vanderbilt University Hospital on October 
12, 1953, complaining of pain in the left chest and 
cough of 3 weeks duration. The pain was severe, 
pleuritic and had persisted despite analgesic medica- 
tion and multiple antibiotics. 

Eighteen months previously he had had pain in the 
left foot and left great toe. Gout was considered at 
the time, but x-ray films of the foot and serum uric 
acid determinations were normal. The pain subsided 
spontaneously. Two months before admission the pain 
recurred and he developed claudication in the left 
calf. Numbness was noted in the left foot and toes 
when the extremity was cold. 


A primary syphilitic infection 20 years earlier had 
been treated with bismuth and arsenicals over a 2 
year period, For 25 years he had smoked 20 to 30 
cigarettes a day. 

Examination disclosed waxy pallor of the left great 
toe and the distal phalanges of the left second and 
third toes, with a mottled cyanosis of the left lower 
leg and foot. The right dorsalis pedis artery pulsation 
was barely palpable, and the left dorsalis pedis and 
both posterior tibials could not be felt. Popliteal pul- 
sations were diminished. Marked rubor of the feet 
was noted on dependency and pallor on elevation. 
The lungs were clear. The blood pressure was 150/90. 
Otherwise, the general examination gave negative re- 
sults. Urinalysis, serum cholesterol and blood sugar 
determinations were normal. Blood Wasserman and 
Kahn reactions were negative. A chest roentgenogram 
did not show any pulmonary lesion, nor could vascular 
calcification be demonstrated in the lower extremities. 
Oscillometric studies revealed arterial impairment ex- 
tending to the level of the popliteal vessels. 

After stopping smoking, pleuritic pain and cough 
subsided in a few days. The color changes of Raynaud’s 
phenomenon were no longer present. Claudication dis- 
appeared and he remained symptom-free for 8 months. 
Then he began to use cigarettes again. In the past 


PULMONARY EMBOLISM EARLY IN THROMBOANGIITIS OBLITERANS— Grossman 


1339 


3 months pain has recurred in the extremity and 
cyanosis and pallor appeared on exposure to cold. 


Comment 


Although pathologic examinations were not 
made, the diagnosis of thromboangiitis ob- 
literans seemed well established in each case. 
This diagnosis was made on the basis of: (1) 
history of prolonged and heavy use of to- 
bacco; (2) age of patient (below 45); (3) 
demonstrable impairment of arterial pulsa- 
tions in the lower extremities; (4) absence 
of vascular calcification; and (5) marked im- 
provement in symptoms, disappearance of 
thrombophlebitis, and regression of the dis- 
ease process simply with cessation of smoking. 

The absence of embolism has been pre- 
viously attributed to the nature of the patho- 
logic findings which include active prolifera- 
tive reaction in the intima of the veins as 
well as the arteries, marked inflammatory 
changes in the wall of the vessel with the 
thrombus and swift penetration of the throm- 
bus by fibroblasts and lymphocytes. Rapid 
organization of the thrombus occurs, often to 
the point of obliteration of the lumen of the 
artery or the vein. 


Thrombosis of the superficial veins is com- 
mon in thromboangiitis obliterans, yet deep 
thrombophlebitis is rarely recorded. Buerger? 
illustrates a case in which superficial migra- 
tory thrombophlebitis was prominent. After 
amputation the popliteal and femoral veins 
were found to be thrombosed. Barker® has 
reported bilateral femoral thrombophlebitis 
with pulmonary infarction. On _ occasions, 
thrombophlebitis may be the only manifesta- 
tion of thromboangiitis obliterans. When ar- 
terial occlusion develops it may be of minor 
degree. Pulmonary embolism has been in- 
frequently noted. Supposedly, it would more 
likely occur early, before organization and 
firm fixation of the thrombus to the wall of 
the vein has taken place. Since visceral in- 
volvement is known to exist in this disease 
it is possible that the pulmonary infarction 
may be on the basis of primary pulmonary 
thromboangiitis obliterans. A few instances 
of involvement of the pulmonary arteries have 
been described. However, on the basis of 
available data, inflammatory lesions of the 
pulmonary arteries are rare. In view of the 
frequency of peripheral thrombophlebitis it 
seems likely that pulmonary infarction in this 
disease is on the basis of embolism. 
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The first patient (Case 1) exemplifies the 
maxim that all patients who have recurrent 
idiopathic thrombophlebitis should be _pe- 
riodically examined for evidence of arterial 
occlusion. It seems probable, in view of these 
case reports, that many male patients pre- 
viously diagnosed as having spontaneous, es- 
sential, or idiopathic venous thrombosis ac- 
tually have thromboangiitis obliterans. Addi- 
tional follow-up should prove of benefit in 
establishing such a diagnosis. 

Often, following small pulmonary infarcts, 
the chest roentgenogram is negative. The 
x-ray picture of the thorax is usually not 
pathognomonic of pulmonary embolism. 
Roentgenographic findings must be _ inter- 
preted in conjunction with the clinical pic- 
ture. 


Summary 


Pulmonary embolism is reported as an early 
finding in 3 patients with thromboangiitis 
obliterans. Pleuritic pain was the presenting 
complaint in each case. When smoking was 
stopped the symptoms of peripheral vascular 
disease subsided and there were no further 
bouts of embolism. 
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Agenesis of the Base of the Aorta and 


Associated Defects 


G. E. MALARET, M.D., and W. E. FARIS, M.D., New Orleans, La. 


THE FOLLOWING CASE IS PRESENTED as an inter- 
esting and unusual congenital cardiovascular 
anomaly in a man who lived to be 38 years 
old, doing moderately hard physical labor 
most of his life. This unusual anomaly, rarely 
described in infants,1* has never been report- 
ed, to our knowledge, in adults. The patient 
entered the hospital because of peripheral vas- 
cular difficulties where the cardiac disease was 
found to be responsible for his ill health. He 
died suddenly of a coronary occlusion and a 
definite diagnosis was established at autopsy. 
The diagnosis might have been established 
antemortem had cardiac catheterization and 
arteriography been done,” but this was not 
possible because of the patient’s critical con- 
dition. 
Report of Case 


W. E. G. (154-148779) was a 38 year old, white, male 
truck driver who was admitted to the Charity Hos- 
pital of New Orleans on July 18, 1954, complaining 
of severe pain in the right leg of 18 hours duration 
and for evaluation of his “heart disease.” 


He was cyanotic all his life and, as a child, he was 
smaller and less active than his playmates. He had oc- 
casional episodes of dyspnea which were not relieved 
by squatting. For the past 10 years he had a chronic 
nonproductive cough, and for the past 6 years oc- 
casional episodes of hemoptysis. He worked as a cross- 
country truck driver during the last few years with- 
out difficulty except for dyspnea at high altitudes. One 
month prior to admission he became ill, feverish, and 
developed pain in the right axillary region. He entered 
a hospital in Los Angeles, California, where he re- 
mained twenty-three days for treatment of a pulmonary 
infarct with superimposed infection involving the 
right lower lobe. While there he had two episodes of 
paresthesias involving the left hand and right foot, 
and one episode of loss of consciousness from all of 
which he recovered spontaneously within a few hours 
of onset. Marked cardiomegaly was also noted and 
was attributed to congenital heart disease of unknown 
type. 

Eighteen hours prior to admission here, while on 


the train to New Orleans, his right leg became painful, 
cold and numb. He was admitted with the tentative 
diagnosis of “Congenital heart disease, type unknown, 
and occlusion of the right popliteal artery.” 

Physical Examination: On admission he had a 
blood pressure of 120/70 mm. Hg., a pulse of 120 per 
minute, and a temperature of 98.6° F. He was a small, 
thin, cyanotic, dyspneic man, drenched in perspiration, 
complaining of severe pain in the right leg. Fundoscopic 
examination revealed engorged vessels. The chest was 
asymmetrical with prominence of the left chest anter- 
iorly. There was consolidation of the right middle and 
lower lobes with rales and rhonchi above this area. 
The heart was grossly enlarged, and there was a loud 
rough systolic murmur heard along the left sternal 
border, heard best over the third left intercostal space; 
a soft, apical systolic murmur was also present. The 
pulmonary second sound was widely split and greatly 
accentuated. The extremities showed clubbing of the 
fingers and toes. The arterial pulsations were absent 
below the femoral pulsation in the right lower ex- 
tremity, and the lower two-thirds of the leg was cold 
and tender. A faint diagonal line of demarcation was 
noted at the junction of the upper and middle thirds 
of this leg. Neurologic examination revealed a clear 
sensorium, decreased sensation over the lower half of 
the right leg and an absent right knee jerk. 


Laboratory studies on admission revealed a hemato- 
crit of 75 per cent, a white blood cell count of 13,500, 
with 90 per cent neutrophils and 10 per cent lympho- 
cytes, a normal urinalysis and a negative serologic 
test for syphilis. 

Course in the Hospital: On admission embolectomy 
was considered but conservative measures were chosen 
because of the time-lapse of 24 hours since the onset 
of symptoms. Daily bilateral lumbar sympathetic blocks 
were done and anticoagulant therapy started. Anti- 
biotics were given prophylactically. There was sub- 
jective relief within a few hours and objective im- 
provement within 48 hours with the disappearance of 
the line of demarcation in the right lower leg. There 
was improvement in color, temperature and motion. 
The improvement continued steadily and the above 
measures were carried out until the end. 


Four phlebotomies were done and the hematocrit 
dropped from 75 to 59 per cent. Each procedure was 
followed with improvement in breathing and general 
well-being. 
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Radiologically, there was total consolidation of the 
right middle lobe and partial consolidation of the 
right lower lobe, with an associated right pleural ef- 
fusion. There was, also, fullness of the right hilar area, 
gross cardiomegaly with marked enlargement of the 
pulmonary conus and apparently normal peripheral 
vascular markings. A thoracentesis was done with re- 
moval of 230 cc. of sanguinous fluid which had a 
specific gravity of 1.018 and a hematocrit of 5 per 
cent. The fluid was otherwise unrevealing. Serial x-rays 
of the chest showed a decrease in the amount of the 
effusion and the appearance of cystic areas in the 
right middle and lower lobes suggestive of resolution, 
and later, contraction of the right middle lobe. 


On fluoroscopic examination, the heart appeared 
generally enlarged with preponderance of the right 
ventricle and right auricle. The pulmonary conus was 
large and pulsatile. A fullness at the right hilum was 
noted but could not be identified. The aortic knob 
was greatly diminished in size. 

Electrocardiograms taken on admission, the follow- 
ing day, and eight days later revealed a right bundle 
branch block, premature ventricular contractions and 
small R waves in leads V5 and V6. The P-R interval 
was prolonged in the first two tracings but was normal 
in the last tracing. 


On the last hospital day the patient had a sudden 


FIG. 1 


R.A.—Right Auricle 
R.V.—Right Ventricle 
L.V.—Left Ventricle 
L.A.—Left Auricle 
P.A.—Pulmonary Artery 
R.P.V.—Right Pulmonary 


L.P.A.—Left Pulmonary Artery 
D.A.—Descending Aorta 

R.I.—Right Innominate Artery 
L.C.C.—Left Common Carotid 


Artery 
L.S.C.—Left Subclavian Artery 


Vein R.C.A.—Right Coronary Artery 
L.P.V.—Left Pulmonary Vein L.C.A.—Left Coronary Artery 
P.D.A.—Patent 

teriosus 


R.P.A.—Right Pulmonary 
Artery 


Ductus Ar- 


Heart and lungs showing greatly dilated pulmonary artery, 
patent ductus arteriosus, hypoplastic transverse and ascend- 
ing aorta giving off the branches of the arch, and the pul- 
monary infarct involving the right lower and middle lobes. 


collapse, developed a hypotensive state and died within 
ten minutes of onset. 

Pathology Report: (Autopsy done by Dr. Bella 
Hearst.) Description limited to the heart, lungs and 
great vessels. 

The heart was generally enlarged and the weight 
measured 540 Gm. The right auricle and the right 
ventricle were dilated. The right ventricle was also 
markedly hypertrophied, its wall measuring 14 mm. in 
thickness. The cavity of the left ventricle was appar- 
ently reduced in size and the wall measured 20 mm. in 
thickness. The foramen ovale showed patency to a 
probe, and probably was nonfunctional. There was an 
interventricular septal defect which measured 20 mn. 
in diameter. The mitral and tricuspid valves were 
normal, as were the veins entering both auricles. 


There was only one large vessel originating from 
the heart, it measuring 30 mm. in diameter. This 
vessel came off the right ventricle in the normal posi- 
tion for the pulmonary artery. Its semilunar valve 
had three equal cusps. The right and left pulmonary 
arteries originated from this vessel in normal position 
and were dilated. Just distal to the origin of the pul- 
monary arteries the vessel narrowed to a diameter of 
15 mm. and then continued on as a normal sized 
descending aorta. This narrowed segment was inter- 
preted to be a patent ductus arteriosus. Distal to the 
junction of the patent ductus arteriosus and the de- 
scending aorta, an artery originated, 10 mm. in diam- 
eter, interpreted to be a hypoplastic transverse and 
ascending aorta (Figs. 1 and 2). This latter vessel gave 
rise, in normal fashion, to the left subclavian, left 
common carotid and right innominate arteries, and 
then continued on to the surface of the heart, anterior 
to the right pulmonary artery, where it divided into 
the right and left coronary arteries. 

There was no vessel originating from the left ven- 
tricle. 


FIG. 2 
~~“, 
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The right circumflex coronary artery was occluded 
by an embolus with fresh infarction of the interven- 
tricular septum. This was considered the final cause 
of death. There was infarction of the right middle and 
right lower pulmonary lobes. There was an aneurysmal 
dilatation of the right pulmonary artery. 


Comments 


In this circulatory system the blood re- 
turned normally to the right heart and passed 
out through the main pulmonary artery to 
the lungs. From the lungs it returned normal- 
ly to the left heart. Since there was no vessel 


originating in the left ventricle, the blood 


passed through the interventricular septal de- 
fect to the right ventricle, where it became 
mixed with unoxygenated blood, and then 
passed out through the main pulmonary 
artery again. From the main pulmonary artery 
it entered the general circulation via the 
patent ductus arteriosus into the aorta. The 
circulation to the head, upper extremities and 
heart depended on flow from the descending 
aorta through the hypoplastic transverse and 
ascending aorta, the terminal branches of this 
vessel being the coronary arteries. 

The right hilar fullness noted on x-ray and 
on fluoroscopy undoubtedly represented the 
aneurysmal dilatation found in the right pul- 
monary artery (Fig. 3). 


X-ray of the chest showing guteeped heart, prominent pul- 
monary conus, fullness of right hilar area and area involved 
by pulmonary infarct. 
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In the literature most cases of malformation 
ef the aorta are associated with congenital 
syphilis,! which, as far as is known, was absent 
in this patient. Also, most instances of com- 
mon trunks arising from the heart present 
some evidence of aborted separation either by 
folds or ridges or by the presence of a rudi- 
mentary fourth semilunar cusp.?:+5 817 This 
patient presented none of these. In those 
cases of persistent pulmonary trunk with 
atresia of the aorta, the left ventricle is small 
or atrophic; in this case it was not.1-3-4,6,18 


Other interesting observations, unexplain- 
able by present-day cardiac concepts, were a 
loud split pulmonic second sound in the 
presence of only one outflow valve, and an 
extremely dilated right auricle with normal 
venous inflow and a competent tricuspid 
valve. 


The source of the emboli that caused this 
patient’s difficulties is a matter for specula- 
tion, especially since coronary embolism is un- 
usual.’ It could be postulated that phlebo- 
thrombosis developed in the legs as a result 
of polycythemia and his occupation as a truck 
driver. The fact is, however, that even after 
autopsy no definite source was found. 


In summary, this is the case of an individ- 
ual who, notwithstanding a remarkable con- 
genital malformation of the heart and proxi- 
mate vessels, lived to the age of 38 years, while 
earning his living doing moderately hard 
physical labor as a truck driver. His death oc- 
curred when he developed thromboembolic 
disease involving the extremities and the 
lungs and which eventually affected his cor- 
onary arteries while he still had a well-com- 
pensated heart. 
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Early Conservative Surgery in 


Endometriosis* 


O. R. DEPP, M.D., and DAVID POPE, M.D.,t New Orleans, La. 


The authors review the management of endometriosis and present the results of their 
surgical treatment, especially as related to the complaint of infertility. 


Introduction 


THE APPROACH TO MOST SURGICAL DISEASES has 
been increasingly aggressive during the past 
decade and a half. So much progress has been 
made in gastrointestinal, pulmonary, cardio- 
vascular and cancer surgery that there are 
now few limitations, but in the treatment of 
endometriosis timidity prevails. Some hesitate 
to admit having done a laparotomy for a fixed 
retroversion and the resection of a few ovarian 
and peritoneal endometrial transplants. It 
should be realized now that endometriosis is 
one of the most devastating diseases of the 
female; though it causes few deaths, it more 
than any other disease of the female, deprives 
many couples of children and prevents many 
births. 

Restricted to brief comments on the in- 
cidence, diagnosis, resultant infertility, and 
management of endometriosis, this paper will 
evaluate the results of early operation in a 
selected group of cases whose primary com- 
plaint was sterility. 


Since 1896, when Von Recklinghausen pro- 
posed the theory of misplaced derivatives of 
the Wolffian or Mullerian ducts, there has 
been controversy concerning the pathogenesis, 
significance, and management of endome- 
triosis. Certainly many agree, that since 1921, 
when Sampson suggested the theory of retro- 
grade menstruation, little progress has been 
made in the management of this disease.1-6 
However, full appreciation and recognition 
should be given to the valuable thinking and 
investigative work of Brewer, Counseller, 
Dockerty, Fallon, Gardner, Gray, Greenblatt, 


*Read before the Section on Gynecology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 

tFrom the Department of Gynecology and Obstetrics, Tulane 
University School of Medicine and the New Orleans Surgical 
and Medical Clinic, New Orleans, La. 


Karnaky, Kelly, McCall, Meigs, Payne, Te- 
Linde and Ware.:7-*9 


Incidence 


The incidence of endometriosis appears to 
be on the increase; presently it is one of the 
most common pelvic lesions found in the 
female at the time of surgery. Payne®® has re- 
ported that 10 per cent of pelvic. laparotomies 
were done for this lesion and that it is found 
with greater frequency in operations for other 
pelvic conditions. Siegler*! found an incidence 
of 8 per cent in 2,000 cases and Schmitz** re- 
ported 10 per cent incidence, whereas Tyrone 
and Weed*’ found only 2.6 per cent of proved 
or suspected endometriosis in all gynecologic 
cases over a nine year period. Abel! found 
some degree of endometriosis in 50 per cent 
of his cases of abdominopelvic surgery. 
Meigs*? has reported an incidence of histo- 
logically and grossly proved lesions of 35.5 
per cent of 800 consecutive private cases and 
8.1 per cent of 800 consecutive ward cases. 
Gray’ found an incidence of endometriosis 
in 29.3 per cent of 853 laparotomies. We have 
found 12.8 per cent of histologically and 
grossly proved cases of endometriosis in 1,819 
consecutive transperitoneal gynecologic pro- 
cedures in private patients. 


Diagnosis 


The diagnosis of endometriosis is depend- 
ent upon keeping the condition in mind and 
making a concerted effort to confirm the 
diagnosis. Dysmenorrhea is reported as the 
most common subjective symptom. Kelly’® 
believes that progressive dysmenorrhea is 
pathognomonic. Dysmenorrhea, abnormal 


bleeding, rectal and urinary discomfort are 
intensified premenstrually and menstrually. 
Infertility, low backache, and generalized 
pelvic distress are common complaints. The 


| 
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diagnosis cannot be made on history alone. 
As there are characteristic subjective symp- 
toms so, too, are there objective findings. Ac- 
cording to Gray,'* palpable nodules along the 
uterosacral ligaments are pathognomonic. 
This is probably the most constant find- 
ing.39.31,34-36 Jt is suggested that the some- 
times questionable evidence becomes con- 
clusive by pelvic examination during the 
menstrual flow, since all findings are exag- 
gerated, nodularity becomes more evident, 
pelvic tenderness and fixation more marked, 
and painful manipulation more intense. Other 
common findings include fixed retrodisplace- 
ments and enlarged cystic ovaries, which are 
frequently plastered to the posterior surface 
of the broad ligament or lateral pelvic wall. 
Forty-one cases in this series had retrodis- 
placements. Gray!* has emphasized the fre- 
quency of cervical stenosis in endometriosis. 


Infertility 


Endometriosis is associated with infertility 
in twice the normal frequency in women 
marrying before the age of 30, and nine times 
the expected frequency thereafter.** Counsel- 
ler"! has reported rates of sterility ranging 
from 29 to 60 per cent. Gray'® quotes a rate 
of 45.5 per cent in a series of 250 cases. Ware*® 
feels that dyspareunia, a common symptom of 
endometriosis, leads to less frequent coitus, 
thus reducing the chance of childbearing. He 
states, “endometriosis seems to be a real 
causative factor in sterility, but conservative 
surgery has produced good results and babies.” 

TeLinde** found most women had patent 
tubes, eliminating stenosed or obstructed 
tubes as a major factor in the associated in- 
fertility. Tubal patency tests in 89.5 per cent 
of these cases revealed all but four to be 
patent. However, although most tubes are 
abnormal even though patent, few tubal 
plastics are performed in conservative surgery 
for endometriosis. Dockerty*® and Meigs?* 
point to fixation and the loss of interplay be- 
tween the ovary and tube and a consequent 
inhibition of the passage of the ovum. 


Management 


The management of endometriosis is ob- 
viously debatable. A common method is sim- 
ply watchful waiting. Some prefer the use of 
hormones, either androgens or estrogens. The 
only nonsurgical alleviation that we feel is 


SOUTHERN MEDICAL JOURNAL 


NOVEMBER 1956 


effective for any significant period is preg. 
Meigs*3 has probably advo- 
cated this in stronger terms than others, stat- 
ing that endometriosis is an “economic dis- 
ease” and that parents should help their chil- 
dren financially and encourage early marriage 
followed by prompt childbearing. 

Many writers claim good results from estro- 
gens.7-18,39,41 Bickers! treated 19 women with 
large doses of estrogens for three months. In 
4, obvious implants regressed, 2 had recur 
rences after six months, and 2 were not fol- 
lowed. Of the 6 requiring pelvic surgery, 2 
were completely relieved and 4 were given 
subsequent stilbestrol therapy with regression 
in 3 cases. Nine were clinically diagnosed, 
treated with stilbestrol and became sympton- 
less for two to six months after discontinuing 
treatment. Gray'® reported a case of recurrent 
endometriosis after conservative surgery, 
which he treated with stilbestrol according to 
Karnaky’s method. There was no improve- 
ment after four months, and the patient bled 
profusely from the endometrium, a second 
laparotomy showing hyperplastic rather than 
atrophic endometrium. Faulkner*? reported 
recurrence of severe intestinal bleeding after 
treatment with estrogens for menopausal 
symptoms in a castrated patient. Recovery fol- 
lowed discontinuance of the drug. Siegler and 
Bisaccio*! treated patients according to Kar- 
naky’s plan but all failed to be relieved. 

Medical management is at best temporary 
and conjectural. The use of androgens pro- 
duces atrophy of the endometrium, but lesions 
recur after cessation of the drug and masculin- 
ization follows prolonged administration of 
effective doses. The use of estrogens is based 
upon their ability to control bleeding and 
upon the observation of improvement of en- 
dometriosis during pregnancy. However, it is 
doubtful whether they can control endo- 
metriosis and not interfere with ovarian 
function.*4 

Greenblatt!” has found that about one-third 
of the patients with endometriosis subjected 
to conservative surgery for reasons of sterility, 
conceive and have normal _ pregnancies. 
Counseller,!° however, adds a warning about 
the results of conservative surgery for sterility. 
He feels that since only 10 per cent become 
pregnant, the chances of becoming pregnant 
if left alone are just as great. Gray’ reports 
that 33.8 per cent conceived when treated by 
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conservative surgery. Ware?® found 47 per 
cent became pregnant. McGoogan** quotes 
44.5 per cent and cites other incidences, as 
Whortan 75 per cent and Kimbrough 28 per 
cent. We believe the rates will vary in direct 
proportion to the promptness of the diagnosis 
and treatment. In our series, 70.5 per cent 
became pregnant. It is likely that this figure 
will drop slightly when our entire series is 
reported, since this report includes only pa- 
tients with a primary complaint of sterility. 
The authors also believe that most of those 
who were subjected to extensive surgery 
where sterilization was effected would have 
been candidates for conservative procedures 
if diagnosed and operated upon earlier. 

The choice of management is selective. In- 
dividualization is necessary. The treatment 
depends upon the symptoms, age, marital 
status, desire for children, status of the male, 
removability of the lesion, presence of other 
pelvic disease, and the general physical and 
psychologic state of the patient. Conservative 
surgery in young women desiring children or 
additional children cannot be overempha- 
sized. The extent of the disease and the eval- 
uation of the above factors determine the ex- 
tent of the operation. We agree with others 
that second operations are sometimes neces- 
sary, but we feel that the delay is justified by 
the interim results of conservative proce- 
dures.##-40 

Adequate consideration is given to the opin- 
ion of Campbell** and Siegler,*! that one may 
remove one ovary destroyed by endometriosis, 
for the same reasons resect two-thirds of the 
other ovary, leaving only one-third of an 
ovary with adequate blood supply, and still 
preserve reproductive functions, even improv- 
ing fertility. We have one case in which this 
was done: the patient has subsequently be- 
come pregnant five times resulting in four 
live births and one abortion. Similarly, sev- 
eral patients in our series in whom two-thirds 
of each ovary was resected became pregnant. 

The reports of satisfactory results and con- 
ception following conservative surgery vary 
from 11 to 80 per cent.*5-46 In this series com- 
posed entirely of patients of childbearing age, 
seven (8.2 per cent) were committed to ex- 
tensive surgery because of the extent of the 
lesion, thereby making future conception im- 
possible. Seventy-eight (91.8 per cent) were 
committed to conservative surgery. Of these 
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78 having conservative surgery, 60 (70.5 per 
cent) became pregnant; or, if we eliminate 
those patients having extensive, sterilizing sur- 
gery, 76 per cent of the group became preg- 
nant. 

Schmitz and Towne*? in their analysis of 
four methods of treatment, (1) observation 
without active therapy, (2) hormonal, (3) 
irradiation, and (4) surgery, concluded that 
the surgical approach was most satisfactory 
and flexible. 


Gray believes, as we do, that surgery is 
indicated for sterility, provided endometriosis 
is definite. Suspension of the retroverted 
uterus and resection of endometrial implants 
in early cases is plausible but not generally 
accepted. Early diagnosis and surgery should 
prevent the complete destruction of the 
ovaries and other reproductive tissues which 
commonly occurs in the third and fourth 
decades. 


Of their respective cases of endometriosis 
Beecham*® reports 42.5 per cent associated 
with a retrodisplaced uterus; Gray,’ 37.5 per 
cent; Kelly,!® 51.4 per cent; and Payne*® be- 
lieves a retrodisplaced uterus is an outstand- 
ing etiologic factor. McCall*®.*! states that en- 
dometriosis is almost always accompanied by 
retrodisplacement of the uterus and that 
sterility is not uncommon. 


Forty-one (48.2 per cent) of our grossly and 
pathologically proved cases had fixed retro- 
versions or retroversions relieved by the pes- 
sary in the three way test (i.e., evaluation of 
symptoms before insertion of the pessary, 
after insertion and after the removal, and 
again after replacement of the pessary). 


Surgical Management 


Conservative surgery may be defined as the 
removal of the smallest portion of vital re- 
productive tissue that will eradicate or con- 
trol the disease. Compromise may be necessary 
to preserve childbearing facilities in the child- 
less or in those desiring other children. 

A specific plan of management of those 
with significant endometriosis or in which 
sterility is a factor is presented. This is the 
method by which these 85 patients have been 
handled. 


Childbearing Age 


The unmarried patient receives a thorough 
physical examination and an appraisal of her 
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symptoms. An evaluation of the reproductive 
functions is made where justified, including 
cervical and tubal patency tests, endometrial 
biopsy, basal metabolic rate, and other in- 
dicated laboratory tests. Adequate considera- 
tion is given to the anticipated marital status, 
the extent of the lesion and the expected 
progress of the disease before marriage and 
pregnancy if possible. If the disease is mild 
to moderate, the symptoms are not severe, 
and marriage is anticipated, operation is de- 
ferred until a reasonable trial for conception 
has passed. If symptoms are severe and the 
pelvic findings are significant, conservative 
surgery is advocated irrespective of early or 
delayed marriage. 


In the childless married group, or in those 
desiring other children, one may tend to be 
more radical in the extensive lesion than in 
those who have children, but in general the 
considerations are similar. A complete exami- 
nation and sterility studies are completed as 
outlined above, and the other possible causes 
of infertility of the female are eliminated. 
Fertility studies are made on the husband 
and, if he appears to be deficient, he is re- 
ferred to a urologist for evaluation and ther- 
apy. After clearance of the husband, a reason- 
able period of six months to conceive is per- 
mitted, with instructions as to the fertile 
period and insistence that pregnancy be un- 
dertaken at the earliest possible opportunity. 
If the patient fails to conceive and the male 
partner is fertile, operation is advocated, 
though conservatism should be the rule. If 
the male is sterile or relatively infertile, even 
after adequate therapy, and the pelvic lesion 
is extensive, one may well consider total 
ablation of the lesion, yet try to preserve 
ovarian tissue. 


In the unmarried or married preclimacteric 
women without children, the patient is ad- 
vised to proceed, if marriage is anticipated, 
to become pregnant at the earliest possible 
moment. If the patient fails to conceive 
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promptly, sterility and fertility studies are 
completed, and the surgical approach is es. 
sentially the same as in the younger child. 
less married group. 


The indications for surgery and the extent 
of the operation in the married patient with 
a completed family depend entirely upon the 
symptoms and the extent of the disease. Surgi- 
cal intervention should be directed toward 
elimination of the lesion with preservation 
of ovarian function. 


In all cases in which conservative surgery 
has been done, the authors prefer to admin. 
ister androgens for three months postopera. 
tively in pituitary inhibiting or ovarian neu- 
tralizing doses. The purpose of using andro- 
gens in this manner is to inhibit the growth 
of the endometrial transplants which might 
be spilled at time of operation, to inhibit 
those implants not visible to the eye, and to 
control their growth during convalescence 
until the patient is physically fit to become 
pregnant. After this three month interval 
the androgens are discontinued and the pa 
tient is advised to become pregnant as soon 
as possible. 


Non-Childbearing Age 


In the climacteric or postclimacteric group, 
surgical intervention is again based upon the 
severity of the symptoms and the extent and 
location of the lesion, irrespective of marital 
status or parity of the patient. In this age 
group, surgery is directed toward complete 
cure and complete surgery, namely, total hys- 
terectomy and bilateral salpingo-oophorec- 
tomy, and additionally any bowel or bladder 
surgery necessary. 


Discussion 


In a series of 3,000 consecutive gynecologic 
surgical procedures on private patients, 1,819 
of which were transperitoneal either by the 
vaginal or abdominal route, 233 (12.8 per 
cent) cases of endometriosis were found, 85 


TABLE 1 


DURATION 


OF STERILITY 


Number 
Type Sterility Cases 
Primary 59 
Secondary 26 


Total series 85 


Years 
Number 
Concep- 
tions Per Cent 
42 71.1 
18 70.0 


— — 


60 70.5 


0-1 1-3 3-5 
1 17 15 
0 1 7 
1 18 22 18 15 
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TABLE 2 
PERCENTAGE AGE DISTRIBUTION 


Authors 10-19 20-29 30-39 40-49 
Abell*? 0.59 24.0 54.5 20.0 
Abell*® 28.1 54.1 17.8 
Counseller’® 0.2 6.0 36.5 45.2 
Meigs” 3.2 48.3 41.4 7.0 
vent” 8.1 36.2 42.5 
*Depp-Pope 2.3 65.4 30.5 1.17 


*Percentage will change when all age groups are reported. 


of which are reported. Eighty-five (36 per 
cent) of the 233 patients with endometriosis 
listed as one of their primary complaints 
sterility. Of these 85 cases, 59 (69.4 per cent) 
were classified as problems of primary steril- 
ity, 26 (30.6 per cent) being classified as prob- 
lems of secondary sterility (Table 1). 

Of the 59 primarily sterile patients, one 
complained of sterility for less than one year; 
17 claimed sterility for one to three years; 15 
for three to five years; 11 for five to seven 
years; 8 for seven to ten years and 7 for over 
ten years. Forty-two (71.1 per cent) of these 
primarily sterile cases became pregnant fol- 
lowing conservative surgery (Table 1). 

Of the 26 who had previously conceived or 
borne children, 2 had been pregnant twice, 
and 24 had conceived only once previously. 
In this group one claimed sterility less than 
three years; 7 for three years to five years; 
7 for five to seven years, 7 for seven to ten 
years and 4 for over ten years. Eighteen (70 
per cent) conceived following conservative 
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surgery. Of the entire series, 60 (70.5 per cent) 
conceived following conservative surgery, 
whereas 25 (29.5 per cent) failed to conceive 
(Table 1). 

Table 2 submits the age distribution of the 
cases in this report as compared with other 
series. Two and three-tenths per cent were 
under twenty years of age; 65.4 per cent were 
between twenty and thirty years of age; 30.5 
per cent were between thirty and forty years 
and 1.17 per cent were over forty years of 
age. It should be noted that this report by 
necessity includes those of childbearing age 
only, since it is a report of cases complaining 
of sterility. 

Table 3 shows the interval of time between 
the first visit and the time of surgical inter- 
vention. The average interval was ten and 
one-half months (the shortest one week, the 
longest eight years). 

The anatomic distribution of the endo- 
metrial lesions is compared in table 4 with 
the reported location of endometrial lesions 
submitted by other workers. In 57.7 of the 
cases, the left ovary was involved, whereas 
the right ovary was involved in 41.1 per cent. 


TABLE 3 


INTERVAL IN YEARS BETWEEN FIRST VISIT 
AND SURGERY 


Number Cases 0-1 1-3 3-5 5-8 
85 55 24 5 1 
Average interval 10.5 months 
(Shortest 1 week, longest 8 years) 


TABLE 4 
DISTRIBUTION OF ENDOMETRIOSIS BY PERCENTAGE 


Broad 
Liga- 
Utero- ment Recto- 
Number Uterine sacral Pelvic vaginal 
Authors Cases Ovary Surface Ligament Peritoneum Tubes Bladder Bowel Septum Vagina 
Abell#7 170 79.5 8.8 8.8 0.6 
Abell 135 84.5 6.7 8.1 0.7 
Counseller® 754 42.5 25.8 — 54.7 — 2.5 13.4 _ _- 
Meigs*2-% 349 55.0 37.5 27.2 5.9 7.2 5.6 
Scott-TeLinde®,* 516 79.8 $.7 35.2 15.3 2.4 
8.9 & 
Kelly? 179 30.2 35.7 -- 23.4 6.1 7.3 17.9 _ 
Meigs® 400 56.2 31.8 7.4 7.3 5.5 
**Depp-Pope 85 69.4 28.2 80.1 58.2 3.5 2.4 3.5 1.17 1.17 


*No statistics given but author mentions as frequent location. 
**Percentage will change slightly when all age groups are reported. 
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The uterine surface was involved in 28.2 per 
cent; the uterosacral ligaments and _ pelvic 
peritoneum in 58.2 per cent; the tubes in 3.5 
per cent; the bladder in 2.4 per cent; the 
bowel in 4.7 per cent and the posterior fornix 
of the vagina by eroding through the cul-de- 
sac in 1.2 per cent of the cases. 

The surgical procedures are summarized 
and compared to other series in table 5. Four 
and seven-tenths per cent were subjected to 
hysterectomy and unilateral salpingo-oopho- 
rectomy; in 3.5 per cent it was necessary to do 
a total hysterectomy and bilateral salpingo- 
oophorectomy. Two and three-tenths per cent 
had a unilateral oophorectomy; 1.17 per cent 
a myomectomy; 2.3 per cent bowel surgery; 
78.2 per cent resection of transplants; 48.2 
per cent uterine suspension of some degree, 
frequently the re-attachment of resected liga- 
ments; 40 per cent had presacral neurectomies 
done; 2.3 per cent ovarian sympathectomies; 
57 per cent had partial ovarian resections, 
whereas 60 per cent had implants cauterized 
by actual cautery. Ninety-one per cent re- 
ceived the benefit of cervical dilatation and 
curettage. 


Illustrating the influence of the female 
factor, table 6 shows that 97 per cent of the 
males had fertility studies prior to subjecting 
the female partner to operation. The ability 
of the male in Group III or IV to impregnate 
his spouse declines rapidly, especially if the 
spouse is impaired by pelvic disease. In our 
series there were 29 patients whose husbands 
were classified as entirely satisfactory (Group 
1) in fertility studies. Of these 29 men, 26 of 
the wives have conceived one or more times 
for a total of 52 pregnancies, 47 live births, 
+ undelivered pregnancies and one spontan- 
eous abortion. The wives of three failed to 


conceive. The husbands of 27 patients were 
classified as impaired fertility (Group II); of 
these patients 23 conceived for a total of 33 
pregnancies, yielding 24 live births, 5 un- 
delivered, 3 spontaneous abortions and one 
stillbirth. Four wives of this group failed to 
become pregnant, 2 of whom had been sub- 
jected to hysterectomies. The husbands of 16 
patients were markedly impaired (Group III) 
in fertility studies. The wives of 8 conceived 
once each following operation, for a total of 
3 live births, 2 undelivered pregnancies, 2 
spontaneous abortions and one stillborn. Of 
the 9 husbands who were relatively infertile 
(Group IV), the wives of 2 conceived, one 
becoming pregnant once, the other twice, a 
total of 3 live births. Seven patients have 
failed to conceive, 3 of these having had hys- 
terectomies. Fertility studies on the husband 
of one patient revealed a total azoospermia. 
The husbands of 3 patients were unclassified; 
one patient became pregnant on two occasions 
and has given birth to 2 normal children. 
Two in this group have failed to conceive. 
Though not conclusive, it appears that there 
is evidence to substantiate the belief that a 
low fertility assay of the male not only de- 
creases the chance of fertilization but also in- 
creases the chance of abortion. If, however, 
pregnancy is carried to term, there appears 
to be no apparent increase in abnormalities 
of the infant. 

A study of table 7 illustrates the signifi- 
cance of the interval following operation. In 
our series the average interval between oper- 
ation and conception in those who have con- 
ceived is twelve and seven-tenths months 
(shortest six weeks, longest seven years). Of 
the 5 operated upon in 1947, all have con- 
ceived; the 3 operated on in 1948 have like- 


TABLE 6 
INFLUENCE OF THE MALE ON CONCEPTION 

Group Number Failed Number Number of 
Classification Number Cases to Conceive Conceived Conceptions Livebirths Undelivered Abortion Stillbirth 
Group I 29 8 26 52 47 4 1 0 
Group II* 27 4 23 33 24 5 $ 1 
Group III** 16 8 8 8 3 2 2 1 
Group IV*** 9 7 2 3 3 0 0 0 
Azoospermia 1 1 0 0 0 0 0 0 
Unclassified 3 2 1 2 2 0 0 0 

85 25 60 98 79 11 6 2 


*Wives of two had hysterectomies. 
**Wife of one uses contraceptives. 
***Wives of three had hysterectomies. 
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TABLE 7 
CONCEPTIONS AS OF JULY 31, 1955 


Year of Number Number 

Operation Operated On Conceived 
1947 5 
1948 3 
1949 


1950 


1951 
1952 
1953 
1954 
1955 


Number Not 
Conceived Comments 


1 tubal plastic 


1 Azoospermia: 1 Group IV 
1 hysterectomy 


1 uses contraceptives 
1 hysterectomy, | husband, Group III 


2 hysterectomies, 2 husbands relatively infertile 


2 hysterectomies. Husbands of 2 relatively infertile 
Operated on less than 6 months 


wise conceived; 12 of the 13 operated on in 
1949 have conceived. One had a tubal plastic 
procedure and has not conceived. During 
1950, 14 cases were operated upon: 8 have 
conceived and 6 have failed thus far, one of 
whom had a hysterectomy; the husbands of 
2 were in Group III or IV, one azoospermia, 
one unclassified, and one in Group I for 
which we have no explanation of the sterility. 
In 1951, 12 were operated on: 9 have con- 
ceived, 3 have failed, one uses contraceptives 
because of economic reversals, one had a hys- 
terectomy and the husband of one in Group 
III failed to improve after treatment. In 1952, 
12 were operated upon: 8 have conceived and 
4 have failed, 2 of whom had hysterectomies; 
the husband of one (Group III) refused treat- 
ment, the husband of another (Group IV) 
failed to improve after treatment. In 1953, 
11 were operated on and all have conceived. 
During 1954, 8 cases were operated upon: 3 
have conceived, 5 have failed, 2 had hysterec- 
tomies, the husbands of 2 were in Group IV. 
During the first six months of 1955, 7 were 
operated on, one of whom has already con- 
ceived, the other 6 being, we feel, too recent 
to evaluate. 


Conclusions 


1. Endometriosis is a frequent cause of 
sterility. 

2. A conclusive diagnosis of suspected en- 
dometriosis may be made by examining the 
patient during menstrual flow. 

3. The incidence of retrodisplacements 
associated with endometriosis should arouse 
a view of suspicion, and stimulate investiga- 
tion and correction. 

4. Thorough fertility and sterility studies 
of the male and female must precede surgical 
intervention in endometriosis for sterility. 


5. The extent of the lesion does not neces- 
sarily reflect the degree of sterility. Minimal 
lesions may be associated with sterility, while 
extensive lesions may permit conception. A 
limited period of study is necessary to evalu- 
ate the individual case, but indefinite delay 
and indecision are costly. 

6. Conservative surgery in our series has 
given a much higher incidence of sub- 
sequent pregnancies (70.5 per cent) than that 
quoted by Counseller’ without surgery (10 
per cent). 


7. Endometriosis is primarily a surgical 
disease. Surgery is more flexible and decisive 
than other methods of treatment advocated. 

8. Operation is justified in the treatment 
of endometriosis for sterility regardless of the 
extent of the lesion, or the severity of the 
symptoms provided that, (1) a definite diag- 
nosis is made, and (2) that sterility and fer- 
tility studies of the male and female partner 
have proved acceptable. 


9. Justification of operation for the main- 
tenance of fertility in the young unmarried 
woman is dependent upon the extent of the 
lesion, the anticipated progress after observa- 
tion, and the anticipated delay before child 
bearing is practical. 

10. Early diagnosis and surgical interven- 
tion will undoubtedly reduce the incidence 
of extensive surgical procedures which de 
stroy childbearing function. 
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Discussion (Abstract) 


Dr. John A. Wail, Houston, Tex. First 1 want to 
apologize for these remarks. I have not had an op- 
portunity to read this paper and have only glanced 
over it. 

The paper is well worth your careful reading and 
I am looking forward to studying it in detail. The 
material was presented so completely I do not know 
that there is much more that could be added, except 
to emphasize the points which have been stressed by 
Dr. Depp. 

The selection of cases is, I think, the secret of his 
success as far as pregnancies are concerned. Seventy 
per cent of pregnancies following conservative surgery 
represents a high degree of success and gives testimony 
to the fact that he has done a most excellent job of 
selecting the patients he is operating on. 

This is probably one of the largest series one can 
find where infertility has been the presenting com- 
plaint and endometriosis, so to speak, is secondary to 
the infertility, because these patients have been oper- 
ated on early. 

I think one of the most important factors in a con- 
sideration of the selection of patients is the ability 
of the individual physician to recognize the disease. 
I am sure, in my own case, that I probably cannot 
recognize it as early as Dr. Depp and his co-workers 
have done. I do believe the diagnosis has to be proved 
in many instances. I do not think we should subscribe 
to a diagnosis of endometriosis simply because the 
patient has dysmenorrhea and a retroversion. That is 
not tantamount to a clear-cut diagnosis of endome- 
triosis! 

However, in these the diagnosis has been proved 
and a pregnancy rate of 70 per cent is quite remark- 
able and again I want to congratulate you on your 
diagnostic accuracy. 

Now, there is no doubt, as far as I am concerned, 
and I think most people realize it, that the prin- 
cipal mode of treatment is surgical. Endometriosis is 
frequently associated with a fixed retroversion and, of 
course, that is an instance in which a malposition of 
the uterus is responsible for the symptoms. So you 
kill two birds with one stone where the patient does 
have symptomatic third-degree retroversion, and you 
can correct it. If we can obtain anything like the 
success, so far as pregnancies are concerned, which 
Dr. Depp has achieved, I think operation is well worth 
serious consideration. 


If operation is undertaken, as far as symptomatic 
relief is concerned, a presacral neurectomy does not 
add a great deal to the dangers of the operation and 
will be of much value in freeing the patient of 
symptoms. Along with presacral neurectomy, probably 
ovarian neurectomy is not complicated and can be 
recommended for relief of symptoms. 


The use of estrogens or androgens has been debat- 
able and certainly does not offer clear-cut end results. 
In the first place, in the series which are reported, 
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there is no proven diagnosis as in a series where the 
diagnosis is proved by surgery, and we certainly have 
seen the results today of the wise selection of cases. 

Many of the patients, in whom one treatment or 
another with hormone therapy is advocated, have 
not had a true histologic diagnosis of endometriosis. 
It may even be difficult to make the diagnosis at 
operation! We know one can diagnose endometriosis 
and have every right to make the diagnosis of endo- 
metriosis even though the pathologist does not find 
histologic proof of the presence of endometriosis. 
There are times when a so-called clinical diagnosis 
is just as accurate as a histologic diagnosis. That point 
should be kept in mind so far as comparing the results 
of surgical treatment of endometriosis with some form 
of medical management. 

Most of those patients in whom medical manage- 
ment is reported have not had a histologic diagnosis 
of endometriosis. 

Again, I want to congratulate Dr. Depp on his wise 
selection of patients. The results he has reported are 
something we should all aspire to. 


Dr. Carl §. McMurray, Nashville, Tenn. I certainly 
have enjoyed this presentation by Dr. Depp, and he 
need have no apologies for his approach. 

During the past year we have made a study on a 
different approach to endometriosis from Dr. Depp’s, 
in that we wanted to see just what was happening in 
incidence in our own results, because I have been 
inclined more and more to take care of these cases 
early. We reviewed 100 cases that had enough endo- 
metriosis to be significant enough for a notation in 
the chart or operative findings, in those cases which 
had come to operation. 

We had to go back for a 5 year period to get this 
group of 100 cases from something like 1,800 laparot- 
omies. 

This slide merely shows what we found as to loca- 
tion: 44 in one or both ovaries, about the same 
statistics Dr. Depp found, 52 in the cul-de-sac and 
uterosacral ligaments, 30 minor involvements of the 
rectosigmoid and 7 of major involvement. Though 
there was no involvement of the small intestine in 
this group, we have had 6 instances of such in our 
files. Those represent late cases, of course. 

The next slide shows the symptoms that brought 
these patients in. Only 19 of the 100 came in directly 
as a result of, or asking for study of sterility. That 
does not mean there was not a high percentage of 
infertility. Unfortunately, we did not bring that out 
in this particular study. 

This slide shows the age incidence. I think this 
bears out the findings of most of us. The ones that 
come in and have operation early receive the most 
benefit. 

As shown in this slide, retroversion of the uterus is 
found normally in about 20 per cent of women. It 
varies depending on who is giving the statistics. But 
the role that malposition plays in endometriosis from 
this particular group would be open to question, be- 
cause we found that only 36 per cent of the cases had 
a marked retroposition of the uterus, whereas 64 per 
cent, even though some of them were severe and in 
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later years required complete ablation and _hystereec- 
tomy, did not have retroversion. 

This slide shows our treatment pattern. Of course, 
as I said, this does not represent just early cases but 
includes late cases as well. There were 30 with bilat- 
eral salpingo-oophorectomy and total hysterectomy. 
But I want to consider suspension plus some other 
surgical procedure, as excision from the ovaries, 
myomectomy and so forth. There were only 17 on 
whom we did a suspension operation. I want to spend 
just a few seconds to say that I think Dr. Depp is 
correct. I feel we should not apologize for doing sus- 
pension operations on these patients if we are going 
to help them in their fertility problem and keep them 
as normal as possible. I never hesitate to excise en. 
dometrial implants from ovaries, as many as 3 and 4 
of them, if I think I can leave normal ovarian func. 
tion in the young woman. 

Now, what is a young woman? That is debatable. 
I had one 42 year old maid who still dreamed and 
desired conservatism. We excised endometrial cysts 
from her ovaries and preserved her ovarian function. 
Certainly we all agree that a woman under 35 should 
be treated conservatively, though we warn such pa- 
tients that they may face further surgical interference 
because of possible recurrence of, or growth of small 
implants. 


Dr. Herman I. Kantor, Dallas, Tex. 1 should like 
to congratulate Dr. Depp on the phenomenal successes 
in the cases of infertility which he presented. 

I rise to make two points: In the first place, any 
time one attempts to attribute to a specific procedure 
the cure of infertility, it is essential to include the 
element of time between the procedure and the sub- 
sequent pregnancy. I should like to ask Dr. Depp if 
that figure is available for these patients. 


The second refers to the total number of infertile 
women with similar complaints from which the mem- 
bers of this series were selected. I refer to the patients 
who presented the symptom-complex of endometriosis, 
and were exposed to laparotomy, but no endometriosis 
was found. We know that asymptomatic endometriosis 
is frequently seen at the time of operation. On the 
other hand, the diagnosis, which seemed fairly certain 
before surgery, is occasionally incorrect. Endometriosis 
certainly requires surgical or pathologic substantiation 
for the diagnosis to be completely valid. 


Dr. Depp (Closing). First, I would like to express 
my sincere appreciation for the generosity of my dis- 
cussers. 

Secondly, I would like to answer as briefly as pos 
sible, since this paper is now running beyond its ex- 
pected time. I would like to point out that in these 8 
cases, sterility was a primary but not necessarily the 
primary complaint. 

In these 85 cases, retroversion occurred in 41, which, 
as I recall, is approximately 48 per cent, and which 
is not very different from the figures quoted by Dr. 
McMurray. As far as suspensions are concerned, | 
would like to reply to Dr. McMurray as well as (0 
Dr. Wall, that we too feel that there is no reason (0 
apologize for the procedure if we do the procedure 
along with the correction of some other condition 
such as endometriosis. We also do suspensions for 
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symptomatic retroversions, after a three-way thera- 
peutic test. This therapeutic test is done as follows: 
We list chronologically the initial symptoms in one 
column at the time of the patient’s first visit. We 
then insert a pessary and have the patient return in 
one month and review the initial symptoms, noting 
the differences. We permit the patient to wear the 
pessary for a period of three months, and then the 
pessary is removed. The patient again returns in a 
month at which time another comparison of symptoms 
is made, and if the uterus is retroverted and sympto- 
matic, the pessary is again reinserted. The final check 
is made at four to six weeks. If we have felt that 
there was a psychologic factor involved in the symp- 
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tomatology, or the presence of the pessary, we have 
resorted to the insertion or the removal of the pessary 
without the knowledge of the patient. We feel that 
as a result some of the psychologic influence is elim- 
inated. 


In reply to Dr. Kantor, yes, the figures are available, 
and I would like to add here that the entire 233 cases 
will be reported in greater detail. Approximately 78 
per cent of the 60 who became pregnant, or 55 per 
cent of the entire group of 85 women, became preg- 
nant in less than 18 months. Well over 50 per cent 
of these women had been sterile over three years. 


Thank you for your consideration and your dis- 
cussion. 
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Drug Resistant Staphylococci: 


Part II]. Their Role in Human Infection 


ARTHUR C. WHITE, M.D., and VERNON KNIGHT, M.D.,t 


Nashville, Tenn. 


IN RECENT YEARS, in association with a wide- 
spread increase in staphylococci resistant to 
penicillin, streptomycin, and __ tetracycline 
among staphylococcal carriers,‘ there has 
been a pronounced increase in the proportion 
of infections which are caused by staphylococci 
with these characteristics.34 Severe and fre- 
quently fatal infections with these organisms 
have been observed by many physicians, and 
on occasion fatalities have occurred despite 
the use of such agents as erythromycin, 
chloramphenicol, or bacitracin to which the 
organisms were susceptible in vitro.5 

In view of the continued seriousness of this 
problem, it is the purpose of this report to 
review published data concerning drug-re- 
sistant staphylococcal infections, considering 
especially the problem of treatment. The re- 
port has been arranged to emphasize the role 
of several factors which, in addition to anti- 
microbial resistance of staphylococci, affect 
the course and treatment of the disease. 


Properties of the Staphylococcus Which Are 
Associated with Pathogenicity 


It is an empirical observation that a large 
majority of the staphylococcal infections of 
man are caused by organisms which produce 
coagulase, are hemolytic (producing one or 
more specific hemolysins), usually ferment 
mannitol, and are pigmented. These strains 
are properly classified as Micrococcus pyogenes 
variety aureus. In contrast, there are widely 
distributed in nature micrococci (staphylo- 
cocci) which do not produce coagulase, are 
not hemolytic, may not ferment mannitol and 
are nonpigmented. Human strains of this 
type are classified Micrococcus pyogenes va- 


tFrom the George Hunter Laboratory, Department of 


ae, Vanderbilt University School of Medicine, Nashville, 
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riety albus. While severe human _ infections 
with coagulase-negative, Staphylococcus albus 
do occur, they are infrequent and in the 
report which follows the discussion is centered 
about infections caused by Micrococcus pyo- 
genes variety aureus or Siaphylococcus aureus, 
as this group of organisms has been more 
generally referred to in medical literature. 
When infection with Staphylococcus aureus 
develops the lesions are relatively specific, 
They tend to localize with abscess formation 
and colonies of staphylococci may often be 
readily visualized within the lesion. In staphy- 
lococcal pneumonia there is extensive focal 
destruction of the lung parenchyma, often 
with small cavities and later formation of 
scar tissue. By way of contrast, in pneumococ- 
cal pneumonia, with its often lobar involve: 
ment, the parenchymal structures may be rela- 
tively undamaged, so that following recovery 
it is virtually impossible to detect the earlier 
site of infection. Furuncles and carbuncles 
are more readily visible examples of staphy- 
lococcal infection which embody the impor- 
tant pathologic characteristics of the disease. 
Osteomyelitis appears to be a similar type of 
lesion which is further complicated by its 
occurrence within a rigid bony space. 
While many characteristics of the lesions 
of Staphylococcus aureus infection are known, 
there is yet little knowledge as to what com 
ponents of the bacterial cell or its products 
are responsible for the tissue reactions. For 
many years coagulase was considered to be re 
sponsible for the localizing character of these 
lesions, but Lack® has recently expressed 
doubt that this material has an important 
effect in the disease. In addition to coagulast, 
a lethal toxin, an enterotoxin, as well % 
several enzymes, are known to be produced 
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by Staphylococcus aureus. None of them, how- 
ever, has been satisfactorily demonstrated to 
be responsible for the usually recognized 
dinical manifestations of staphylococcal in- 
fection. 

An important property of pathogenic 
staphylococci which may be a major factor 
in determining their virulence has been de- 
scribed by Rogers and Tompsett? in studies 
with leukocytes. They found that pathogenic 
staphylococci (Staphylococcus aureus) survived 
for a long period after phagocytosis by poly- 
morphonuclear leukocytes while nonpatho- 
genic strains (Staphylococcus albus) did not 
survive. Furthermore, Rogers* has recently 
found that residence of pathogenic staphy- 
lococci in leukocytes protects these organisms 
from removal from the blood by the reticulo- 
endothelial cells of the liver, thus offering 
still another mechanism to explain patho- 
genicity of these organisms. 

As resistance to antimicrobial drugs has 
become an increasingly prominent charac- 
teristic of staphylococci, the question has been 
raised whether or not these organisms possess 
virulence for man which is greater than that 
of drug susceptible strains. Jn vitro and in vivo 
tests of virulence have always been rather 
arbitrarily defined, and there has not been 
good agreement among the various test pro- 
cedures. Nevertheless, from such tests we know 
of no evidence to indicate that drug-resistant 
staphylococci are more virulent than drug- 
susceptible strains. Furthermore, epidemio- 
logic studies by us® suggest that, except for 
the property of drug resistance, there is little 
difference between drug-susceptible and drug- 
resistant staphylococci. 


Interference with Host Resistance as a Factor 
Favoring Infection with Staphylococci 


When it is realized that staphylococci with 
all the known characteristics of virulence are 
widely distributed on the skin and mucous 
surfaces of man, it is not surprising to learn 
that persons whose resistance has been im- 
paired may often fall prey to infection with 
these organisms. Since staphylococci resistant 
to penicillin, streptomycin, and tetracycline 
are predominant among staphylococcal popu- 
lations of many hospitals, it is understand- 
able why infections which develop in these 
areas are largely drug resistant. Furthermore, 
studies in this laboratory? have revealed that 
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antimicrobial treatment leads to the acquisi- 
tion of drug-resistant staphylococci over and 
above the rate of their acquisition by un- 
treated patients in the same environment. 

In most published series of cases of staphy- 
lococcal bacteremia, there are described as 
precipitating causes, pre-existing illnesses of 
various types. In a recent study by Spink® of 24 
cases, 7 had neoplastic disease, 3 had congeni- 
tal heart disease, 6 had infections develop fol- 
lowing major surgical procedures, and in all 
but 2 of the remaining cases, various impor- 
tant precipitating causes were mentioned. It is 
not clear how each of these precipitating fac- 
tors acts to favor the development of staphylo- 
coccal infection, but the nearly uniform occur- 
rence of such events makes it most probable 
that pre-existing illnesses function in this 
way. 

In patients with an apparently spontaneous 
onset of staphylococcal bacteremia, it is well 
to remember the frequent association of pre- 
cipitating illnesses, and in our experience 
knowledge of this relationship has assisted 
in establishing the diagnosis of neoplastic 
diseases before their presence was otherwise 
manifest. 


Not infrequently staphylococcal infection 
may develop in the course of treatment of 
diseases with powerful agents such as nitrogen 
mustard, steroid hormones, or certain anti- 
tumor drugs which in themselves have the 
capacity to reduce resistance to infection. In 
complicated situations of this type it is vir- 
tually impossible to distinguish among the 
factors most important in favoring the de- 
velopment of infection. Furthermore, it is a 
rare patient who has not received a variety 
of antimicrobial drugs, so that the effects of 
these agents in eliminating drug-susceptible, 
pathogenic bacteria additionally complicate 
the analysis. Patients with hematologic dis- 
orders are particularly prone to this course 
and many questions remain to be answered 
about their management. Two such cases 
which are illustrative of the many problems 
presented are described below. 

Case 1. The patient, a 39 year old, colored house- 
wife, was admitted to Vanderbilt University Hospital, 
January 26, 1956 (Fig. 1). She had first noticed the 
symptoms of disseminated lupus erythematosus 18 
months before, and had required large doses of cor- 
tisone for effective control. One month previously 
she had been admitted because of ulcerations of the 
mouth, fever and weight loss. Two blood cultures were 
negative at that time, and she slowly improved with 
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hydrocortisone, tetracycline, and penicillin treatment. 
Three days before her last admission fever, malaise, 
and arthralgia had recurred although another blood 
culture was negative. Large doses of hydrocortisone 
were continued after admission to the hospital, but 
she became febrile again on the third hospital day. 
Blood cultures were then positive for a phage Group 
III, coagulase-positive Staphylococcus aureus which was 
resistant to penicillin, streptomycin, and tetracycline, 
but susceptible to erythromycin and chloramphenicol. 
In spite of daily doses of 4 grams of chloramphenicol, 
and 1 gram of erythromycin intravenously, she re- 
mained febrile, became comatose and expired on the 
ninth hospital day. At autopsy multiple abscesses of 
the kidneys were found. There were no lesions on the 
heart valves. 


Case 2. The patient, a 15 year old, white schoolboy, 
was admitted on May 23, 1956, with chills and fever. 
He had first been admitted three months previously 
with aplastic anemia manifested by leukopenia, anemia, 
and thrombocytopenia. His treatment had consisted 
of cortisone and transfusions. Three days before the 
present admission he had chills and fever and, subse- 
quently, in the hospital five blood cultures yielded a 
heavy growth of Esch. coli (Fig. 2). Treatment with 
chloramphenicol was followed by return of the tem- 
perature to normal. Shortly thereafter fever and symp- 
toms returned, this time accompanied with blood 
cultures positive for hemolytic Staphylococcus aureus. 
The organism was resistant to penicillin, streptomycin, 
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and tetracycline and was susceptible to erythromycin 
and chloramphenicol. Treatment with chlorampheni- 
col, streptomycin, erythromycin, and tetracyclines js 
described in the figure. Despite these measures the 
patient became increasingly ill and died on the 
twentieth hospital day. Autopsy revealed an extensive 
staphylococcal pneumonia. 

These two cases illustrate most of the im- 
portant characteristics of the present-day 
problem of drug-resistant staphylococcal in- 
fection. Both patients had pre-existing severe 
diseases. They were treated on a long-term 
basis with steroid hormones, agents which 
almost certainly increased the likelihood of 
infection. Later, because of increasing illness 
they were hospitalized and received antimi- 
crobial therapy, in one case because of fever 
and a suspected focus of infection, in the 
other because of a bacteremia with a drug- 
susceptible organism. Finally, they developed 
severe infection with drug-resistant staphylo- 
cocci and died. 


Terminal infections are not limited to the 
staphylococcus and we have seen a number of 
patients succumb with pseudomonas or pro- 
teus infections in this situation. It is our 
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This 39 year old woman with lupus erythematosus was treated for several months with cortisone and intermittently received 
prophylactic doses of antimicrobial drugs. She developed drug-resistant staphylococcal bacteremia and died despite the use of 
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This 14 year old boy with aplastic anemia developed an Esch. coli bacteremia which responded to chloramphenicol treatment. 
While receiving this drug, staphylococcal bacteremia developed with an grganism susceptible to chloramphenicol. Despite 
treatment with this and other active agents the patient died within a few Mays. 


impression, however, that the staphylococcus 
is the most common offender. The fact that 
both staphylococcal strains were drug resistant 
reflects not only the high incidence of these 
organisms in the hospital flora, but probably 
also the influence of antimicrobial therapy 
in causing them to replace drug-susceptible 
staphylococci which the patients may have 
carried on admission. 


The problem of preventing drug-resistant 
infections developing in patients with progres- 
sive chronic illness is an important one and 
no broadly effective solution is in sight. Studies 
have revealed, however, certain minor proce- 
dures used in the care of patients which have 
apparently been the source of infection with 
staphylococci. For example, in a study of 
staphylococcal bacteremia in 16 patients with 
cancer, Collins and his associates!” discovered 
a high incidence of cellulitis and phlebitis at 
sites of cannulation for intravenous treatment. 
When cultures of several of these sites were 


made, they revealed staphylococci with char- 
acteristics similar to those recovered from the 
blood. These were all surgical cases but among 
22 patients with leukemia and staphylococcal 
bacteremia, cellulitis was observed at sites of 
finger punctures or bone marrow aspirations 
on 12 occasions. On the 3 occasions in which 
cultures were made they revealed staphylo- 
cocci resembling those from the blood. It 
was their opinion that these sites provided 
frequent portals of entry for staphylococcal 
infection. Future awareness of the possible 
hazards of these procedures may stimulate 
improved precautions against these sources of 
infection. Spink,®> in his studies, has also 
emphasized the hazards of inoculation with 
staphylococci at the site of needle punctures 
and cannulations. Bed sores, furuncles, and 
infected skin rashes have also been implicated 
as portals of entry of infections in these 
patients. 


It thus seems apparent that the more closely 


| | 
—— 


1360 SOUTHERN MEDICAL JOURNAL 


the characteristics of infection with staphylo- 
cocci are studied, the more influential be- 
comes the factor of host resistance in deter- 
mining the frequency and severity of infec- 
tion. It is just as apparent that there are dis- 
tinct limits to the benefits of antimicrobial 
therapy, despite the regular introduction of 
new and active agents into clinical use. As 
Collins'® has suggested, perhaps we are now 
entering an era when “a significant attack 
on the problem of staphylococcal infection 
may necessitate a return to many paths of 
investigation in which interest has waned 
with the appearance of antimicrobial drugs,— 
such as inquiries into the nature of bacteria, 
their attributes and, especially, an intensive 
study of host-parasite relationships.” 


Treatment of Staphylococcal Infections 


Based on the frequency of serious under- 
lying illnesses in cases of staphylococcal bac- 
teremia, it might be inferred that the mortal- 
ity rate in this disease is high. Such has been 
the case. In the period before antimicrobial 
drugs were available, mortality in this disease 
approximated 75 per cent.'4!? several 
smaller series treated after penicillin first be- 
came available, the mortality rates varied 
from 28 to 53 per cent.!*:'* In recent years, 
it appears that rates have once again in- 
creased, for Spink® has observed a mortality 
rate of 80 per cent among 41 patients ob- 
served in the period 1952-55. The experience 
of many investigators is in accord with Spink’s 
data that the death rate in this disease is at 
present very high and possibly no less than 
it was before antimicrobial drugs were first 
available. In view of the complex host factors, 
the small number of cases, drug resistance, 
and the other variables which act to deter- 
mine the outcome of infection with staphylo- 
cocci, we are hesitant to attribute the present 
high mortality rate to any one of these fac- 
tors. A strong argument can be made for 
interference with the effectiveness of peni- 
cillin, tetracycline and streptomycin by the 
widespread resistance to these agents present 
today as a major cause of treatment failure. 
However, many of the penicillin-resistant 
staphylococci causing fatal infection in Spink’s 
recent report® were susceptible in vitro to 
such agents as erythromycin, bacitracin or 
chloramphenicol, but the use of these drugs 
in treatment was unavailing. Moreover, it is 
our impression that progressive, severe under- 
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lying diseases are more frequent in today’s 
cases than they were in the early penicillin 
period and thus they may be the basis for 
today’s high mortality. 


Decision concerning the relative role of 
the several variables acting to determine the 
prognosis of staphylococcal infection must 
await further study. Meanwhile, the most im. 
pressive finding to us with regard to mor. 
tality from staphylococcal bacteremia is that 
it has always been high and that present 
methods of treatment leave much to be de. 
sired. 

Consideration of the clinical problem may 
best be divided into three parts: prophylaxis, 
antimicrobial therapy, and other manage. 
ment. 

There should be an awareness of the pos- 
sibility of development of staphylococcal in. 
fection in patients with chronic progressive 
illness, particularly those with hematologic 
or neoplastic diseases who are receiving steroid 
hormones, antitumor agents, or are subjected 
to major surgery. Two choices seem open 
to the physician. First, he may withhold 
“prophylactic” antimicrobial therapy and ac- 
cept the risk of developing infection, with 
the great likelihood that it will be drug. 
susceptible. Infections with Esch. coli, Group 
A streptococci, and pneumococci are not un- 
usual in this situation. Moreover, despite the 
high incidence of drug-resistant staphylococci 
in hospitals today, studies from our laboratory 
strongly suggest that if no treatment is given 
there is a very low rate of acquisition of drug- 
resistant staphylococci by patients, and this 
may also apply to the probability of replacing 
other drug-susceptible saprophytic bacteria 
with the predominantly drug-resistant species, 
proteus and pseudomonas. Secondly, he can 
administer any of several regimens of anti- 
microbial drugs prophylactically and virtually 
assure himself that infection with drug-sus 
ceptible bacteria will not occur. While it is 
not known whether or not this actually in- 
creases the risk of drug-resistant infections, 
it is our observation’? that the shift from 
drug-susceptible to drug-resistant staphylococ- 
cal flora was nearly an exclusive characteristic 
of patients receiving antimicrobial drugs, and 
thus is a potentially hazardous occurrence. 

The evidence available to us would sug 
gest, therefore, that avoidance of prophylactic 
antimicrobial drug administration would be 
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most appropriate. Our studies are not com- 
plete on this problem, however, so that the 
tull consequences of either course of action 
are not yet known. It is our future purpose 
to investigate both methods of care of 
chronically ill patients. 

In the treatment of patients with staphy- 
lococcal infection, it is most important to 
select agents which are active in vitro against 
the infecting strain, and which may be given 
in optimally effective doses. Since it is ad- 
visable to treat patients very promptly it is 
often necessary to begin treatment before the 
results of in vitro tests are available. Some 
assistance in selecting agents for use may be 
obtained from a knowledge of the environ- 
ment from which the infection was derived. 

Thus, infections which develop in the hos- 
pital are usually caused by organisms which 
are resistant to penicillin, streptomycin, and 
tetracyclines. Of those which arise outside 
the hospital, only one-third are likely to be 
resistant to penicillin and streptomycin, and 
they are very frequently susceptible to tetra- 
cyclines.* Practically all strains of staphylo- 
cocci encountered today are susceptible to 
erythromycin, novobiocin, and bacitracin. A 
majority are sufficiently susceptible to chlo- 
ramphenicol for this agent to be used with 
hope of success. 


If there is reasonable assurance that the 
infection under consideration is caused by a 
penicillin-susceptible strain, it is our opinion 
that this is the best available treatment. If 
the case is severe, it would be our further 
opinion that streptomycin should be given 
in addition. This concept is based on the 
knowledge that streptomycin has proved im- 
mensely valuable as a part of combined ther- 
apy in the treatment of a number of gram- 
positive and gram-negative infections.5.16 

If the infection is resistant to penicillin, 
our first choice of treatment would be ery- 
thromycin, novobiocin!? and chloramphenicol, 
in that order. Again, if the patient were 
severely ill it would be our policy to add 
streptomycin to the regimen. Other ob- 
servers have employed as many as three of 
these agents simultaneously in treatment. At 
present, no one of the regimens has proved 
more effective in the treatment of penicillin- 
resistant infections than another, so that any 
choice of drugs must be on a rather arbitrary 
basis. In cases which do not respond, baci- 


tracin may be added as a part of combined 
treatment, although its nephrotoxicity limits 
its use. 


Very often in serious cases it is felt neces- 
sary to try several regimens. We believe that 
treatment with agents which are active in vitro 
should be given for at least two weeks before a 
change is made, since response to even effec- 
tive treatment of this disease may be slow. 
The recommendation is made despite the 
fact that strains resistant to erythromycin may 
emerge within two to three weeks!® of the 
start of treatment, but when this occurs it 
is advisable to shift to other active agents. 

The general care of these patients should 
not be neglected. The hazard of inlying in- 
travenous cannulae was emphasized by Col- 
lins!? and Spink® as well as the possibility 
of introduction of staphylococci through 
needle punctures and biopsies. It may be pos- 
sible to reduce the frequency of such proce- 
dures, and it is probable that more care in 
their performance, as well as protection of 
the wounds with bandages and perhaps baci- 
tracin ointment locally applied, would mini- 
mize the hazards of these procedures. Baci- 
tracin applications have reduced the frequency 
of nasal carriage of staphylococci in studies 
by Rountree and her associates.1® Avoidance 
of decubitus ulcers is very important, both 
from the point of view of preventing invasion 
with staphylococci at these sites, and because 
of the general debilitating effect of such 
lesions. 


The fact that a patient is ill with staphy- 
lococcal infection does not insure that a shift 
of strains (not emergence of resistance within 
the strains) may not occur, and we have ob- 
served during treatment replacement of drug- 
susceptible staphylococci with drug-resistant 
strains of different phage types. Therefore, 
frequent observations should be made of the 
drug susceptibility patterns of the staphylo- 
cocci causing the infection when they are 
available for examination. 

Finally, it must be recalled that with the 
best methods of treatment, the prognosis in 
generalized infection with staphylococcus is 
among the poorest of the infectious diseases, 
and that physicians who deal with this prob- 
lem inevitably face considerable frustration 


and disappointment in their therapeutic ef- 
forts. 
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irthday Story 


1906-15956 


GULDEN ANNIVERSARY CELEBRATION 


of the 


Southern Medical Association 


Firty YEARS OF SERVICE TO PHYSICIANS OF THE SOUTH 


The Head House 
Chattanooga, Tennessee 


October 2-3, 1956 


A 
f 
- ~ 


Program 


Tuesday, October 2, 5:30-6:30 p.m. 
Social Hour, Cocktails, The Chestnut Room 


Tuesday, October 2, 7:00 p.m. 
Informal Dinner Meeting, Ball Room 


Call to Order and Presiding. ...C. P. Loranz 
Chairman of Golden Anniversary Celebra- 
tion Committee, Birmingham, Alabama. 


Invocation Rev. JoHN W. Inzer, D.D. 
Retired, Dallas, Texas, formerly Pastor of 
First Baptist Church, Chattanooga, Ten- 
nessee (1919-1930). 


Address of Welcome. ...Dr. Guy M. FRaAncIs 
President, Chattanooga and Hamilton 
County Medical Society, Chattanooga, Ten- 
nessee. 


Address of Welcome, Mrs. RicHarp G. Hor- 
MEISTER, President, Woman’s Auxiliary to 
the Chattanooga and Hamilton County 
Medical Society, Chattanooga, Tennessee. 


Response and Greetings, Dr. W. RAYMOND 
McKenzie, President, Southern Medical 
Association, Baltimore, Maryland. 


Solo: “The Indian Love Call,” from Rose 
Marie, by Rudolpf Friml, Mrs. JoHn W. 
InzER, Dallas, Texas. 


Presiding Dr. J. P. CULPEPPER, JR. 
President-Elect, Southern Medical Associa- 
tion, Hattiesburg, Mississippi. 


Address: “Fifty Years of Medicine in the 
South,” Dr. R. L. SaAnpers, Immediate Past- 
President, Southern Medical Association, 
Memphis, Tennessee. 


Greetings from the American Medical Asso- 
ciation, Dr. Dwicut H. Murray, President, 
Napa, California. 


Greetings from the Woman’s Auxiliary to the 
Southern Medical Association, Mrs. JOHN 
J. O’Connett, President, St. Louis, Mis- 
souri. 


Greetings from the Woman’s Auxiliary to the 
American Medical Association, Mrs. Eus- 
TAcE A. ALLEN, Past-President, Atlanta, 
Georgia, representing Mrs. Ropert FLAN- 
DERS, President, Manchester, New Hamp- 
shire. 

Greetings from the Six Original States, Dr. 
R. B. Woop, President, Tennessee State 
Medical Association, Knoxville, and repre- 
senting the Presidents of the five other 


states: Alabama, Georgia, Florida, Louisiang 
and Mississippi. 
Presiding 
Chairman of Golden Anniversary Celebra. 
tion Committee, Birmingham, Alabama. 
Presenting Golden Anniversary Keys. 
Presenting officers and past officers of the 
Southern Medical Association. 
Presenting members of the Golden Anniver. 
sary Celebration Committee. 


Presenting MEMORABILIA, the historical 
volume. 


Announcements. 


Adjournment. 
* * * 


Wednesday, October 3, 10:00 a.m. 
Ball Room 


Call to Order and Presiding. ...C. P. Loranz 
Chairman of Golden Anniversary Celebra- 
tion Committee, Birmingham, Alabama. 


Address: “Fifty Years Ago Today,” Dr. Jouy 
B. STEELE, Chattanooga, Tennessee. 


Presenting physicians who attended the or 
ganization meeting fifty years ago. 


Names of physicians who are now known to 
have attended the organization meeting to 
be presented and all present to stand with 
bowed heads for a short period in memory 
of those who are not now living, closing 
with prayer by Rev. JoHN W. Inzer, D.D. 


Plaque from Woman’s Auxiliary to the South 
ern Medical Association to be presented 
the Southern Medical Association by Mrs 
W. W. Porter, Past-President of Woman 
Auxiliary to the Southern Medical Ass& 
ciation, Knoxville, Tennessee. To be 1 
ceived for the Southern Medical Associe 
tion by Dr. J. Morris Reese, Chairmam 
of the Council, Southern Medical Associ 
tion, Baltimore, Maryland. 


Plaque from the Southern Medical Associa 
tion to The Read House commemoratiig 
the organization there fifty years ago 
be unveiled and presented by Dr. W. Rat 
MOND McKeENziE, President, Southern Medé 
cal Association, Baltimore, Maryland. To 
be received for The Read House by MR 
ALBERT CroucH, Manager, Chattanooga, 
Tennessee. 


Adjournment with benediction by Rev. JOHN 
W. Inzer, D.D., Dallas, Texas. 
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Once in a Lifetime 


The Association celebrated its Golden Anniversary in Chattanooga, 
Tennessee, its birthplace, on October 2-3. The ceremonies, held in 
The Read House, were a fitting and proper tribute to the hundreds of 
physicians and friends who over the past fifty years have contributed 
so much to the establishment and growth of the Southern Medical 
Association. 


Unlike most occasions of this nature, the highlights can’t be singled 
out. Every part of the program was a feature and any attempt to label 
certain aspects as “outstanding” would leave dozens of deserving events 
unnoticed. We are, therefore, presenting the entire official program 
in these pages, along with a brief historical sketch of the Association 
which appeared in the printed program. 


Interesting aspects of the event not reflected in the program only 
added to the lustre and atmosphere of this emotion-filled occasion. 
Of the more than two hundred present, none will ever forget— 


—NMr. C. P. Loranz, presiding with modesty and affection 
—the eloquence of Dr. R. L. Sanders 


—the touching presentation of a “best wishes” plaque from the 
Woman's Auxiliary 


—the multitudinous telegrams of congratulations 


—the touching comments of seven physicians who attended the 
organizational meeting, and 


—MEMORABILIA, the bound volume of four hundred and twenty 
personal expressions. 


All this and more, in a beautifully decorated setting, added up to a 
delightful and inspiring occasion. The selected photographs catch some 
of the nostalgia and sentiment which characterized the entire cele- 
bration. 


The ceremonies were appropriately culminated by the unveiling of a 
beautiful plaque by President W. Raymond McKenzie which was pre- 
sented to The Read House and is now hanging in the lobby as a re- 
minder to physician and layman alike of this significant milepost in 
the history of a unique organization. 
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(7) Greetings from Dr. Dwight H. Murray, President, AMA (8) Mrs. W. W. Potter, Knoxville, presents plaque from 
Woman‘s Auxiliary to Dr. J. Morris Reese, Baltimore, Chairman of Council (9) Photos—President and all Past-Presi- 
dents, SMA (10) Part of Speaker’s Table group (Tuesday evening) (11) (Ist Row) Seven physicians who attended 
organizational meeting, 1906 (12) President (right) and some Past-Presidents of Woman's Auxiliary to SMA. 
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The Council of the Southern Medical Association 
at the annual meeting in Houston, Texas, November 
14-17, 1955, unanimously approved a suggestion that 
the Association have a Golden Anniversary Celebra- 
tion at The Read House in Chattanooga, October 
9-3, 1956, exactly fifty years from the day the Associa- 
tion was organized there. The Council designated 
Mr. C. P. Loranz to be Chairman of the Celebration 
Committee, the President to appoint the other mem- 
bers of the Committees. 


Celebration Committee 


Mr. C. P. Loranz, Advisor and Professional Relations 
Counselor, formerly Secretary-Manager, Southern 
Medical Association, Birmingham, Chairman. 

Dr. Guy M. Francis, President, 1956, Chattanooga 
and Hamilton County Medical Society, Chattanooga. 

Dr. Charles R. Thomas, Member of Council, South- 
ern Medical Association, Chattanooga. 

Dr. R. H. Kampmeier, Editor, Southern Medical 
Journal, Nashville. 

Mr. V. O. Foster, Executive Secretary-Treasurer, 
Southern Medical Association, Birmingham. 

Mr. Robert F. Butts, Business Manager, Southern 
Medical Association, Birmingham. 


There has not been available a registration of the 
physicians who attended that meeting at The Read 
House on October 2-3, 1906, when the Southern Medi- 
cal Association was organized. From the Chattanooga 
Times of October 3, 1906, and from other sources a 
number of names of those who attended have been 
secured. There must have been many more, for the 
Chattanooga Times stated “approximately a hundred 
and fifty doctors will be in attendance.” Here follow 
the names of those who are now known to have 
attended that organization meeting. 


Chattanooga—*Dr. William E. Anderson, Dr. J. L. 
Abernathy, Dr. Henry Berlin, Dr. G. Manning 
Ellis, Dr. E. P. Gould, *Dr. German P. Haymore, 
*Dr. J. McChesney Hogshead, Dr. Cooper Holts- 
claw, *Dr. Ebb C. Johnston, *Dr. H. P. Larimore, 
Dr. Wiley E. Lindsay, Dr. W. L. Nolen, *Dr. J. 
McClure Richard, Dr. F. T. Smith, Dr. Fred B. 
Stapp, *Dr. J. B. Steele, Dr. J. Q. Sutton, Dr. R. N. 
Taylor, Dr. M. M. Waite, Dr Raymond Wallace, 
Dr. B. S. Wert, Dr. George R. West, *Dr. G. Victor 
Williams, and Dr. O. R. Wunsehow. 


Tennessee (outside of Chattanooga)—*Dr. W. J. Abel, 


_*Names with stars are those of the original group now 
living. Attending the Wednesday morning session of the 
Golden Anniversary Celebration were: Dr. Anderson, Dr. 
Johnston, Dr. Hogshead, Dr. Larimore, Dr. Williams and 
Dr. Steele of Chattanooga and Dr. Abel of Decatur, Ten- 


Golden Anniversary Committees 


Those Who Attended (1906) 


Honorary Advisory Celebration Committee 


Dr. J. P. Culpepper, Jr., President-Elect, Southern 
Medical Association, Hattiesburg, Chairman. 

Dr. J. Morris Reese, Chairman of Council, Southern 
Medical Association, Baltimore. 

Dr. Milford O. Rouse, Past-Chairman of Council, 
1955, Southern Medical Association, Dallas. 

Dr. Olin S. Cofer, Past-Chairman of Council, 1954, 
Southern Medical Association, Atlanta. 

Dr. Edward T. Newell, Sr., Past Member of Council, 
1926-1931, Southern Medical Association, Chatta- 
nooga. 

Dr. John B. Steele, General Chairman, Southern Medi- 
cal Association meeting in Chattanooga in 1922, 
Chattanooga. 

Dr. Willard Steele, President of Chattanooga and 
Hamilton County Medical Society when Southern 
Medical Association met in Chattanooga in 1922, 
Chattanooga. 

Dr. S. S. Marchbanks, Secretary-Treasurer, Chatta- 
nooga and Hamilton County Medical Society when 
Southern Medical Association met in Chattanooga 
in 1922, Chattanooga. 

Dr. Cecil E. Newell, President, 1955, Chattanooga 
and Hamilton County Medical Society, Chattanooga. 


Decatur; Dr. Richard A. Barr, Nashville; Dr. W. A. 
Bryan, Nashville; Dr. A. B. Cagle, Nashville; Dr. 
I. B. Carman, Tullahoma; Dr. A. B. Cooke, Nash- 
ville; Dr. J. B. Cowan, Tullahoma; Dr. Jere L. 
Crook, Jackson; *Dr. M. M. Cullom, Nashville; Dr. 
G. P. Edwards, Nashville; Dr. M. M. Martinson, 
Graysville; Dr. W. Dexter Padgett, Lemon City; 
Dr. George H. Price, Nashville; Dr. G. C. Savage, 
Nashville; and Dr. F. D. Sloan, Cowan. 


Alabama—Dr. Hugh Boyd, Scottsboro; Dr. Z. B. 
Chamblee, Birmingham; Dr. R. M. Cunningham, 
Birmingham; Dr. W. W. Harper, Selma; Dr. I. W. 
Knowlton, Paint Rock; *Dr. T. M. Martin, Planters- 
ville; Dr. H. E. Mitchell, Birmingham; Dr. J. N. 
Odom, Oakman; Dr. W. E. Prevott, Alpine; Dr. 
Mack Rogers, Birmingham; Dr. Ira J. Sellers, Bir- 
mingham; and Dr. B. D. Sibley, Birmingham. 


Georgia—*Dr. G. L. Broaddrick, Dalton; Dr. A. A. 
Davidson, Augusta; Dr. C. McKane, Savannah; Dr. 
T. M. McIntosh, Thomasville; Dr. H. H. Martin, 
Savannah; Dr. S. R. Miller, Tennille; *Dr. John C. 
Rollins, Dalton; and Dr. W. E. Wood, Dalton. 


Mississippi—Dr. W. W. Crawford, Hattiesburg; Dr. 
Frank D. Smythe, Kosciusko; and Dr. J. R. Tackett, 
Meridian. 


Louisiana—Dr. C. E. Edgerton, Coushatta. 
North Carolina—Dr. Silvo von Ruch, Asheville. 
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Southern Medical Association 


Brief Historical Sketch 


For a few years prior to 1906 there was a 
Tri-State Medical Association of Alabama, 
Georgia and Tennessee which always met at 
Chattanooga. At a meeting of the Nashville 
Academy of Medicine in August 1906 it was 
decided that there should be a larger regional 
organization, and Dr. G. C. Savage, Nashville, 
President that year of the Tennessee State 
Medical Association, was designated to invite 
the presidents of the state medical societies 
of Alabama, Georgia, Florida, Louisiana and 
Mississippi to send representatives from their 
states to join with representatives from Ten- 
nessee in a meeting at The Read House in 
Chattanooga on Tuesday, October 2, 1906, to 
consider organizing a larger regional organi- 
zation. The call was also signed by Dr. A. B. 
Cooke, Nashville, who that year was President 
of the Tri-State Medical Association. 


Pursuant to the call a group of physicians 
from these six states did assemble at The 
Read House on Tuesday, October 2, 1906, and 
decided to organize a regional association. A 
tentative organization was effected that day, 
and a committee composed of Dr. Jere L. 
Crook, Jackson, Tennessee, Chairman; Dr. 
H. H. Martin, President, Medical Association 
of Georgia, Savannah, Georgia; and Dr. W. 
W. Crawford, President, Mississippi State 
Medical Association, Hattiesburg, Mississippi, 
was appointed to draft a tentative Constitu- 
tion and By-Laws. The committee worked 
that evening, and at a meeting of the Tri- 
State Medical Association the next forenoon, 
Wednesday, October 3, the Chairman pre- 
sented the draft of a suggested Constitution 
and By-Laws. Dr. J. B. Cowan, Tullahoma, 
Tennessee, who was the father of the Tri- 
State Medical Association, in a most gracious 
manner moved the adoption of that Consti- 
tution and By-Laws without any change. His 


motion was unanimously carried. And so the 
Tri-State Medical Association then ceased to 


exist and the Southern Medical Association 
was born. 

Officers of the new Association were then 
elected: President, Dr. H. H. Martin, Savan. 
nah, Georgia; Vice-Presidents, Dr. Mack 
Rogers, Birmingham, Alabama, Dr. J. B. 
Cowan, Tullahoma, Tennessee, and Dr. j.R 
Tackett, Meridian, Mississippi; Secretary, Dr, 
Raymond Wallace, Chattanooga, Tennessee; 
and Treasurer, Dr. J. L. Abernathy, Chat. 
tanooga, Tennessee. Birmingham, Alabama, 
was selected for the first annual meeting, 
which was held there September 24-25, 1907. 


The original Constitution provided that 
the exclusive purpose should be to develop 
and foster scientific medicine, and it was not 
at any time to take active part in any eco 
nomic, political or sectarian questions or con- 
certed movements for securing legislative en- 
actments. So it was to be strictly a scientific 
association, and that purpose of the founding 
fathers has never been changed. Since the 
Southern Medical Association was organized 
as an independent association having no of- 
ficial affiliation or connection with any or 
ganization, it was to tie in with organized 
medicine in that the original By-Laws pro 
vided that a physician must be a member of 
his county and state medical societies to be 
eligible for membership in the Southem 
Medical Association. And that purpose of the 
founding fathers has never been changed. 

At the organization meeting three sections 
were provided: Medicine, Surgery and Oph- 
thalmology and Otolaryngology. As time went 
on eighteen additional sections were added 
and in this order as to time: Public Health, 
Industrial Medicine and Surgery (formerly 
Railway Surgery), Medical Education and 
Hospital Training, Pediatrics, Gastroenterd 
ogy, Urology, Obstetrics, Orthopedic and 
Traumatic Surgery, Radiology, Neurology and 
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Psychiatry, Dermatology and Syphilology, 
Pathology, Gynecology, Allergy, Proctology, 
Anesthesiology, General Practice and Physical 
Medicine and Rehabilitation. 

At annual meetings in 1911, 1912 and 1915 
the States of Arkansas, Kentucky, Maryland, 
Missouri, North Carolina, Oklahoma, South 
Carolina, Texas, Virginia and West Virginia 
and the District of Columbia were added 
which together with the six original states— 
Alabama, Florida, Georgia, Louisiana, Mis- 
sissippi and Tennessee—make sixteen states 
and the District of Columbia now forming 
the Association. 

In 1912 the Association provided for a 
medal to be awarded from time to time to 
“one of its members for meritorious and 
original research work.” Medals have been 
awarded to fifteen of its members. 

To supplement the scientific activities to 
which they enter into most heartily the Wom- 
en Physicians of the Southern Medical Asso- 
ciation since 1913 have had at each annual 
meeting a dinner meeting of their group 
primarily as a social hour. 

At the annual meeting in New Orleans in 
1924 a Woman’s Auxiliary to the Southern 
Medical Association was organized, and it 
has functioned splendidly from its beginning 
and added much to the interest of each an- 
nual meeting. 

Since the Association was organized, it has 
failed to have only one annual meeting, 1918, 
the year of the influenza pandemic. The As- 
sociation was to have met in Asheville, North 
Carolina, that year, but Asheville, as was the 
case with most all cities, would not permit 
gatherings of any kind. 

Over the years a number of independent 
medical organizations have met conjointly 
with the Southern Medical Association. Now 
meeting conjointly are the American College 
of Chest Physicians, Southern Chapter; Asso- 
ciation for Research in Ophthalmology, 
Southern Section; Southeastern and South 
Central Sections of the College of American 
Pathologists; Southern Gynecological and Ob- 
stetrical Society; Southern Electroencephalo- 
graphic Society; and Southern Society of Can- 


cer Cytology. Among the organizations that 
met very frequently with the Southern Medi- 
cal Association in earlier years but not these 
later years were the National Malaria Com- 
mittee; American Society of Tropical Medi- 
cine; American Academy of Tropical Medi- 
cine; and American Public Health Associa- 
tion, Southern Branch. Due to the growth 
of both the Southern Medical Association 
and these organizations there were no cities 
in the territory of the Southern with hotel 
facilities adequate for the Southern and these 
groups, so the arrangement was terminated 
some ten years ago. 

The SouTHERN MEDICAL JOURNAL, Journal 
of the Southern Medical Association, started 
in Nashville and was owned and published 
by a group of Nashville physicians. The first 
issue was July 1908. Dr. Seale Harris, then 
of Mobile, later of Birmingham, and several 
physicians associated with him acquired the 
Southern Medical Journal by purchase in 
1911 from the Nashville group. At the annual 
meeting of the Southern Medical Association 
in Hattiesburg in 1911 the Journal although 
privately owned was made official organ of 
the Southern Medical Association, the con- 
tract giving the Association the privilege of 
purchasing the Journal at the end of a ten- 
year period. At the Hot Springs meeting in 
1921, ten years later, the Association exer- 
cised its option and purchased the Southern 
Medical Journal. It has progressed from a 
fairly obscure publication to one that is recog- 
nized nationally and internationally as one 
of the best in a group of worthwhile publica- 
tions for physicians. 

The group assembled that Tuesday, Octo- 
ber 2, 1906, in a resolution urging the or- 
ganization of a Southern Medical Association 
closed with “a cordial invitation to join with 
us in making this one of the most influential 
and important bodies of medical men in the 
United States.” Truly the vision of the found- 
ing fathers fifty years ago has been fully 
realized, for today the Southern Medical As- 
sociation is recognized the World over as 
“one of the most influential and important 
bodies of medical men in the United States.” 

C. P. L. 
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An Editorial 


Another milestone on the road of the 
Southern Medical Association has been passed. 
On October 2 and 3, 1906, the Association 
was organized and a Constitution adopted 
in the old Read House of Chattanooga. On 
these dates in 1956, in the present Read 
House, was held a Celebration to commemo- 
rate the fiftieth birthday of the organization. 

No seer could have foretold what a half 
century was to bring to an embryonic be- 
ginning. Yet those who founded it and wrote 
the Constitution had so focused the purposes 
of the Association that in its growth over 
the years it has deviated not at all from the 
path set by its founders. 


As appears in the historical notes on the 
Southern Medical Association in this issue, 
it began with a handful of members gleaned 
from the Tri-State Medical Association and 
has grown to a membership of nearly ten 
thousand. Its growth in membership has been 
a steadily progressive one, and it has not 
ended. And this growth has been remark- 
able for membership is purely voluntary, 
there is nothing “captive” about it. Neither 
standing in a local medical profession nor 
hospital staff appointment depend upon 
membership in the Southern Medical Asso- 
ciation. It was set forth in the Constitution 
of 1906 that the exclusive purpose of the 
Association was to develop and foster scien- 
tific medicine. At no time has the policy 
of the organization strayed from this objec- 
tive. The founders with foresight and wisdom 
interdicted an “active part in any economic, 
political or sectarian questions or concerted 
movements for securing legislative enact- 
ments.” A member’s responsibilities in these 
essentials of organized medicine were assured 
by a By-Law which requires membership in 
county and state medical organizations as a 
prerequisite for membership in the Southern. 


With these historical facts as background, 
it is clear why the Fiftieth Anniversary was 
a date to be celebrated with satisfaction. A 
large and growing membership held together 
simply by the bonds of scientific interest and 
friendly associations is indeed something of 
which to be proud. The best of Southern 
Medicine has been closely related to the 
Southern Medical Association. He who doubts 


this needs but scan the rosters of Section 
Officers of these fifty years. (Only few of 
the outstanding teachers in medicine and 
clinicians are missing from these lists.) These 
are the men who have made the Southern 
a great postgraduate educational force for 
general practitioners and specialists alike, for 
they are about equally divided in the mem. 
bership. The Association in its growth has 
recognized the new specialties as they have 
developed by organizing new sections, and 
here the young men of the South have had 
an opportunity to present the results of their 
studies and experiences. 


Is it a wonder then that the Anniversary 
Celebration should be one of felicitations, 
good will and reminiscences in which officers, 
former officers, Woman’s Auxiliary and others 
had their part? It was fitting that a Past 
President, who entered upon the practice of 
medicine in 1906, should outline the remark- 
able accomplishments of medical science in 
this half century to high-light what has oc- 
curred in the prevention and cure of disease 
within the lifetime of many,—a time without 
equal, and one might say advisedly, one not 
to be equaled in variety and magnitude in 
any half century. It was also fitting that An- 
niversary Keys be given to certain descend- 
ants of the Founders of the Association. 


For the archives of the Association there 
had been collected almost five hundred 
signed comments upon the meaning of the 
Southern Medical Association and its con- 
tribution, by former officers and Section Of 
ficers. 


Presiding over this Fiftieth Anniversary 
Celebration with tenderness and nostalgia, as 
was fitting, was the one person who, as an 
individual, has contributed more than any- 
one else to the success of the Southern Medi- 
cal Association,—Mr. C. P. Loranz, honored 
and beloved by all, who has laid down some 
of the tools of handiwork with the knowledge 
that he had built solidly and well. 


Thus, ends the first half century of the 
Southern Medical Association. It looks for- 
ward with equanimity and certainty to am 
other half century as a leader in fostering 
and interpreting scientific medicine for the 
prevention and cure of disease among the 
people of the South. 

R. H. K. 
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Fifty Years of Medical Progress and 
The Southern Medical Association:* 


In meeting here in Chattanooga on this 
Fiftieth Anniversary of the founding of the 
Southern Medical Association, we commemo- 
rate one of the most momentous events in 
the annals of Southern Medicine. Our 
thoughts at once go back to that occasion 
on October 2, 1906, when Drs. Giles C. 
Savage, President, Tennessee State Med- 
ical Association, Nashville, Tennessee, Harry 
H. Martin, President, Medical Associa- 
tion of Georgia, Savannah, Georgia, W. W. 
Crawford, President, Mississippi State Medi- 
cal Association, Hattiesburg, Mississippi, and 
Jere L. Crook, Jackson, Tennessee, together 
with a small group of other doctors, met 
in this hotel. Inspired alike with love of 
their profession and their Southland, they 
had come together for the purpose of unify- 
ing their confréres in one organization for 
the advancement of medical practice in our 
section. The present membership of almost 
ten thousand doctors, all devoted to the same 
ideal, speaks for itself of how well they 
wrought. I would those men could be here 
in person tonight, as surely they are in spirit, 
to witness our acknowledgment of the serv- 
ice which they rendered. Being one of the 
fortunates who knew them and enjoyed their 
companionship for many years, I am es- 
pecially mindful of our debt to them and 
am humbly grateful that you have chosen me 
to represent you in paying them homage 
on this occasion. Most fittingly, your com- 
mittee asked that I review the history of 
medicine since 1906. It is a pleasure to do 
so, as the story is one which gloriously re- 
flects the active interest of the members of 


_*An address delivered at the Golden Anniversary Celebra- 
tion, Southern Medical Association, Chattanooga, Tennessee, 
October 2, 1956. Dr. Sanders is the immediate Past President 
of the Southern Medical Association. He graduated in medi- 
cine in 1906, his professional life running concurrently with 
the Southern Medical Association. 


R. L. SANDERS, M.D., Memphis, Tenn. 


the Southern Medical Association in the 
progress of our science throughout this half 
century. 

No time could have been more opportune 
than the year 1906 for the organization of the 
doctors of the South into one association. 
The unprecedented events of the previous 
fifty years had opened vast new frontiers which 
were inviting exploration in every field. Medi- 
cal science had already become so compli- 
cated that it was beyond the capacity of any 
individual doctor to grasp the whole pano- 
rama, and specialism was even then attracting 
a number of the younger physicians. As the 
founders of this Association foresaw, the new 
scientific knowledge was gaining momentum 
year by year, and its dissemination could 
best be insured through interchange in a col- 
lective body. The time was ripe and they 
were awake to the advantages of the situation. 


To appreciate fully the progress of medi- 
cine during the past fifty years, it is well 
to take a backward glance into the second 
half of the nineteenth century, in which many 
of the modern innovations had their origins. 


Unquestionably, the most epoch-making of 
the nineteenth-century developments were 
in the field of bacteriology, in that they were 
not only of prime importance in themselves, 
but became the basis of subsequent revela- 
tions in pathology and immunology, and 
were a major factor in surgical progress as 
well. Pasteur’s discovery of the role of bac- 
teria in infection and his demonstration of 
the feasibility of immunization in other dis- 
eases, as Jenner had done in smallpox during 


the previous century, rank in their far-reach- 


ing effects with the most notable achieve- 
ments in history. As Pasteur himself wrote, 
“It is characteristic of experimental science 
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that it opens ever-widening horizons to our 
vision.” Thus, following in his footsteps, Koch 
and others were able to determine the origins 
of many diseases, including cholera, diph- 
theria, tetanus, bubonic plague, dysentery, 
typhoid fever, tuberculosis, meningitis, pneu- 
monia and gonorrhea, and antitoxins or vac- 
cines were found for immunization against 
diphtheria, typhoid and tetanus. Added to 
these developments, toward the end of the 
century malaria and yellow fever were tracked 
to their sources by Ross and by Finlay and 
the Yellow Fever Commission, and within 
the next few years Public Health as a distinct 
phase of medicine was established with Gor- 
gas’ work in sanitation in Havana and the 
Canal Zone. 


As bacteriology gave new life to medicine, 
so also it was instrumental in one of the 
major advances in surgery. Following Pas- 
teur’s teaching, and no doubt inspired by 
Semmelweis’ demonstration that puerperal 
fever was caused by contamination by the 
hands, Lister introduced antisepsis into the 
operating room. Subsequently, Halsted at 
Johns Hopkins and von Bergmann in Ger- 
many provided still more adequate means of 
preventing wound contamination, and the 
surgeon was no longer haunted by the spectre 
of serious wound infection following opera- 
tive procedures. 


Concomitantly with these nineteenth-cen- 
tury investigations of infectious and con- 
tagious diseases, workers were fervently ex- 
ploring pathologic processes. Virchow’s dem- 
onstration of cellular growth and function 
and Ehrlich’s development of staining tech- 
nics opened the way to this vast and basic 
branch of medical science. Recognition of the 
morbid changes associated with all manner 
of diseases soon followed, and thereafter it 
was but a step to the correlation of patho- 
logic structure with pathologic function. By 
1906, disorders of metabolic, respiratory, cir- 
culatory, digestive, biliary, nervous and en- 
docrine function were already beginning to 
be understood, 


In the rapidly changing picture during 
the past half century, the laboratory sciences, 
as previously, have been the chief moving 
force. The bacteriologists have continued to 
uncover the origins of infectious and con- 
tagious diseases, and preventive medicine has 
been extended on an ever broader scale as 
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vaccination has been successfully applied to 
an increasing number of these groups. The 
Salk vaccine for poliomyelitis, introduced 
two years ago, is one of the most promising 
discoveries of the century; from results thus 
far, we are led to hope that this disease, like 
smallpox, diphtheria and typhoid fever, will 
soon be reduced to the vanishing point. 
The application of laboratory methods to 
the study of the blood, which had been given 
impetus by Virchow’s discovery of leukemia, 
had led before 1906 to the recognition of 
phagocytosis, by Metchnikoff, and to the 
grouping of blood, by Landsteiner. In every 
day practice, however, fifty years ago hema- 
tology was restricted largely to blood counts, 
It has since become one of the most valuable 
of the laboratory sciences. Among other 
things, studies of the blood have given us 
an insight into the significance of the sedi- 
mentation rate, hemoglobin metabolism, co- 
agulation, the relation of genetics to blood 
dyscrasias, and the influence of the cytology 
of the bone marrow upon the anemias and 
diseases of bones. In making possible accu- 
rate diagnoses, it has also pointed the way 
to effective drug therapy. In addition, as a 
consequence of refinements of blood typing 
and improvements in technic, transfusion, 
formerly reserved for replacement of serious 
blood loss from surgery, is today not only 
used routinely as a supportive measure in 
operative procedures, but is employed as a 
therapeutic and even an immunizing meas- 
ure in medical practice. The demonstration 
of the Rh factor in the blood, its role in 
erythroblastic anemia of the newborn, and 
the treatment of this condition by total re- 
placement transfusion is one of the more 
recent striking developments in hematology. 
In this connection, also, we must give due 
credit to those who have devised methods of 
refrigeration and storage of whole blood and 
plasma, and thus have made possible the 
present extensive use of transfusion. 


Recognition of the role of nutrition in 
health and disease has given rise to still an- 
other series of notable innovations during the 
past half century. Late in the nineteenth 
century scurvy and beriberi had been found 
to originate in dietary deficiencies, but be- 
yond this, knowledge of nutrition was almost 
wholly lacking. The first and most revolu- 
tionary event in this field during the present 
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century was the demonstration by Gowland 
Hopkins, in 1912, of the importance in the 
diet of substances which he called vitamins. 
Within the next twenty-five years a whole 
group of vitamins was introduced; pellagra 
succumbed to vitamin B and rickets to vita- 
min D. The successful treatment of pernicious 
anemia with raw liver, reported by Minot 
and Murphy in 1926, was soon followed by 
efforts to find an equally effective but more 
acceptable substitute for this treatment. Final- 
ly, in 1948, vitamin B,. was isolated and the 
roblem was solved. These revelations, com- 
bined with the discoveries of the biochemists 
of such nutritional requirements as minerals, 
proteins, amino acids and chemical substances, 
have provided the means of preventing nu- 
tritional disorders altogether. 

The chemical pathologists, applying them- 
selves to the study of altered chemical re- 
actions in disease, have succeeded in eluci- 
dating the mechanism and nature of almost 
every known pathologic process. As a corol- 
lary to these findings, a large group of tests 
has been devised for diagnostic purposes. 

Early in this century an entire group of 
diseases was brought to light with the dis- 
covery of the phenomenon of anaphylaxis 
by two workers in this field, Theobald Smith 
and Charles Richet. Since that time, the 
mechanism of allergic reactions has become 
the subject of a vast amount of research and 
a whole pharmacopeia of therapeutic agents 
has been introduced to counteract their ef- 
fects. The subject has, in fact, become a 
specialty in itself, though one closely asso- 
ciated with internal medicine, rhinology, der- 
matology, diseases of the chest and psychiatry. 


The most conspicuous of the revelations 
in chemical pathology and biochemistry has 
been the isolation of the various glandular 
extracts and their application to disorders 
arising from excessive or subnormal glandular 
secretion. Although a few endocrine extracts, 
such as epinephrine and thyroid substance, 
had been introduced previously, these dis- 
coveries are almost entirely a product of the 
past fifty years. As one after another of the 
secrets of these strange structures has been 
revealed, the study of endocrinology has be- 
come one of the most absorbing in the entire 
field of medicine. The demonstration of the 
role of insulin deficiency in diabetes, by 
Banting and Best in 1923, was an outstanding 
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event. Equally outstanding was the intro- 
duction of thyroxin in the second decade 
of the century, and of cortisone and ACTH 
in recent years, by Kendall, Hench and their 
colleagues. Already the list of disorders amen- 
able to one or more of the glandular sub- 
stances, either in their natural or synthetic 
form, is long, yet one may safely say that 
in the future herein will be found the key 
to the treatment of still others. Perhaps even 
the assiduous attempts of our laboratory 
scientists to find in the hormones the origin 
of cancer will one day be successful. 


As the causative organisms of a procession 
of infectious and contagious diseases have 
been brought to light during the past fifty 
years, the biochemists have continued to 
search for means to combat their effects. 
Ehrlich’s discovery of salvarsan for the treat- 
ment of syphilis in 1910 was the first signifi- 
cant contribution to drug therapy during this 
period. Little of consequence was accom- 
plished thereafter until 1926 and 1930, when 
plasmochin and then Atebrin were intro- 
duced, and the ravages of malaria were, as a 
consequence, brought under control. In the 
fourth decade, progress in chemotherapy 
reached phenomenal proportions, beginning 
with the demonstration by Gerhard Domagk 
of the effectiveness of Prontosil, or sulfanila- 
mide, against streptococcal infections. There- 
after, in rapid succession appeared the va- 
rious sulfa derivatives, the equally revolu- 
tionary penicillin, developed by Fleming and 
by Florey and Chain, and, in the early forties, 
the mycin drugs. These agents have reduced 
the devastating powers of many scourges, such 
as syphilis, gonorrhea, meningitis, tubercu- 
losis, influenza and pneumonia to but a frac- 
tion of their former fearsomeness. In doing 
so, they have eliminated the necessity for 
many major surgical procedures and have 
minimized the danger of others. If one 
should choose between the advances in medi- 
cal science during the past half century which 
have been of greatest benefit to humanity, 
surely the palm would be awarded to the 
chemotherapeutic drugs. 

The malignancies continue to elude us, 
though progress here has by no means been 
at a standstill. The cellular pathologist, in 
providing a method of classifying tumors as 
to type and degree of malignancy, has also 
given us a guide to the choice of treatment. 
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Moreover, we have gained some insight into 
the causes of cancer, as well as its diagnosis 
and treatment. These problems are being 
attacked in laboratories all over the country, 
not only from the hormonal, but from the 
nutritional, infectious, chemical, genetic, im- 
munologic, hematologic and other approaches. 
The interesting recent observation that vis- 
ceral malignancies may initiate neuromuscular 
disorders suggests the possibility that the 
clue to early diagnosis of lesions in these 
areas may be found in studies of neuro- 
muscular function. 

While accomplishments in the medical 
laboratories have been multiplying at a 
breath-taking pace during the past fifty years, 
investigation in other fields has been pursued 
with equal vigor and success. In particular 
is this true of the physics laboratories. The 
value of x-rays, although reported by Roent- 
gen in 1895, was only beginning to be ap- 
preciated in 1906. In the few medical centers 
wherein x-ray machines were available, how- 
ever, diagnosis by this means was creating a 
furore. To be able to visualize bones, stones 
in the urinary tract, foreign bodies, fluid 
in the chest and pulmonary tuberculosis was 
indeed revolutionary. Even so, there were 
those who were dissatisfied with such limited 
demonstrations and sought to extend the ca- 
pabilities of this remarkable instrument to 
the visualization of other structures. As a 
consequence, through improvements in equip- 
ment and the use of various contrast media, 
scrutiny of practically every organ in the 
body, including the brain, and even the 
heart and circulatory system, is now possible. 


As the uses of roentgen rays for diagnostic 
purposes were being expanded, other workers 
were devoting their attention to the thera- 
peutic uses of irradiation. In this field, tech- 
nics were soon evolved whereby both x-rays 
and radium rays could be employed in the 
treatment of cancer of the skin and deep 
structures. As an alternative or a supplement 
to surgery, these two therapeutic measures 
have come to be major weapons against ma- 
lignant disease. 


Within recent years the treatment of ma- 
lignancies has been further elaborated by the 
use of irradiated cobalt and gold. In addition, 
various other irradiated elements are proving 
effective in the diagnosis and treatment of 
disease, particularly thyroid and brain tumors 
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and blood dyscrasias. Since this is a rela- 
tively new approach, one hesitates to suggest 
where it may lead. At present, studies with 
radioactive elements are being extended in. 
creasingly and, from this point, the outlook 
is promising indeed. 

Investigation in the physical laboratories 
has by no means been confined to radiology. 
The progress of diagnosis in every field has 
been closely linked with the inventions of 
the physicists. The study of the blood pres. 
sure, its mechanism and significance, had been 
initiated in 1896 with the sphygmomanometer, 
Helmholtz had developed the galvanometer, 
and Einthoven had applied this instrument 
to the recording of electrical changes in 
the heart. The electrocardiograph, the oscil- 
lograph and the sphygmograph have, during 
the past fifty years, further enlarged the 
study of cardiac and circulatory function. 
The electroencephalograph is being employed 
to delineate lesions of the brain, and the 
electromyograph as a means of discovering 
lesions of the spinal cord and peripheral 
nerves. Nor should we overlook the metab- 
olism machine, which for many years has 
served to demonstrate abnormal thyroid 
function. Similarly, many therapeutic instru- 
ments, such as the one used for shock treat- 
ment of mental disorders, are now at our 
command through the efforts of the physicists. 
To these should be added the numerous 
scopes, which have been fundamental to the 
development of almost all the specialties. 
Prior to this century, only the ophthalmo- 
scope, the cystoscope and the laryngoscope 
had been invented; today, virtually every 
cavity in the body may be explored visually 
by means of these instruments. Laboratory 
diagnosis, also, has been extended through 
access to a number of special instruments, 
the ultra-centrifuge being only one example. 
Perhaps, however, we should thank above 
all those who through each decade have im- 
proved the microscope, which even now con- 
tinues to search out the causes of still un 
conquered diseases and pave the way for their 
conquest. 

Progress in surgery during the past fifty 
years has been inseparable from improvements 
in anesthesia. At the beginning of this period, 
the available anesthetic agents were limited 
to ether, nitrous oxide, chloroform, cocail 
and Novocain. Ether and chloroform wert 
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the standard anesthetics for major surgical 
procedures, and as often as not were admin- 
istered by anyone who happened to be con- 
venient. Since that time anesthesiology has 
become an important specialty and the anes- 
thesiologist the right hand of the surgeon 
before, during and after the operation. While 
ether is still preferred for pediatric surgery 
and operations in the thoracic cavity, cyclo- 
propane and other gases are now more widely 
employed as inhalation agents for operations 
in other types of cases. General anesthesia, 
however, has been supplanted by spinal 
anesthesia and regional block for many op- 
erations. Intravenous injection of Sodium 
Pentothal, through its prompt induction of 
sleep, has been a blessing to patient and 
surgeon alike. Curare has proved a distinct 
advantage as an adjunct to other methods 
in operations requiring perfect relaxation. 
Endotracheal induction has opened the way 
to a new field of surgery by permitting the 
safe invasion of the thoracic cavity. Special 
technics have been Geveloped to meet special 
problems, among them “frozen sleep” and 
other measures to combat shock and relieve 
pain, and recently a mechanical device has 
been invented for controlling the degree of 
anesthesia. All of these advances, together 
with the numerous sedative drugs, refinements 
of blood grouping and improved technics of 
transfusions, as well as the newer methods of 
preoperative and postoperative care, have 
removed the last barriers to surgical inter- 
vention in every area of the body. 


As workers in the ancillary sciences con- 
tinued to disclose the causes of disease and 
methods of diagnosis, prevention and _treat- 
ment, it was inevitable that both medicine 
and surgery should be divided into separate 
branches of endeavor. Although at the time 
of the organization of this Association 
specialism was beginning to be recognized 
as a necessity, the vast majority of doctors, 
even in the medical centers, were still general 
physicians, general surgeons, or both. Today, 
there are almost as many specialties as there 
are systems and organs in the body, as well 
as several devoted to particular types of prac- 
ce, such as internal medicine, obstetrics, 
pediatrics, psychiatry, anesthesia, radiology, 
pathology, plastic surgery and abdominal sur- 
gery, and a few of broader scope, such as 
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general practice, public health, and physical 
medicine and rehabilitation. 

It was inevitable, also, that medical train- 
ing would be expanded to meet the progres- 
sive educational needs incident to these 
changes. In 1906, the student who could pass 
the limited entrance examinations was ad- 
mitted to medical college without question 
as to his previous education. The scholastic 
year in many medical schools was six months, 
and the student was given a diploma at the 
end of three six months’ periods. Thereafter, 
he was [ree to enter practice. Specialized 
training, if desired, could be obtained at 
only a few large medical centers. In contrast, 
preparation for a career in medicine now 
includes at least two years of college academic 
study, two years of premedical schooling, four 
years of medical college and two years of 
internship. Specialized training is provided 
by every medical college of recognized stand- 
ing, and the American Boards and American 
Colleges have established rigid requirements 
which must be fulfilled before the candidate 
can be certified as a specialist. 

How medical and surgical practice them- 
selves have been altered under the influence 
of these developments in the auxiliary sciences 
is almost unbelievable. Fifty years ago, with 
the few laboratory studies then available, 
diagnosis was based almost entirely upon ob- 
servation at the bedside and in the post- 
mortem room. Medical treatment was simple, 
the therapeutic drugs numbering hardly more 
than a dozen. Over the years, diagnosis has 
become in large measure a matter of labora- 
tory tests, though these can never supersede 
in value the use of the physician’s five senses. 
‘The most conspicuous change, however, has 
been in the general nature of medical prac- 
tice. The numerous diseases which have 
proved amenable to immunization, vitamin 
therapy, the antibiotics, glandular extracts 
and other specific drugs has led to a state of 
affairs in which a major part of the phy- 
sician’s efforts is devoted to the treatment 
of chronic and degenerative disorders. It 
should be added, moreover, that several of 
these are also currently being attacked with 
considerable success. 

A similar transformation has taken place 
in the realm of surgery. In 1906, surgical 
procedures were confined chiefly to the ab- 
dominal cavity and pelvis, and to breast op- 
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erations, tonsillectomics, lithotomies and 
amputations. The few abdominal procedures 
then employed were undertaken with trepi- 
dation and consequently were limited in ex- 
tent. With few exceptions, operations upon 
the gallbladder consisted of drainage and re- 
moval of stones. An appendectomy was an 
event much talked about by both the sur- 
geon and the patient. Hysterectomy was a 
subtotal affair, and ovariotomy was the recog- 
nized treatment for ovarian tumors. The sur- 
geon of today, whatever his field of practice, 
performs with impunity operations of the 
most ingenious nature, as well as resections 
of astonishing magnitude. The same influ- 
ences which have changed the face of medi- 
cine, however, have reduced or obviated the 
necessity for operative treatment of many 
diseases which twenty-five years ago frequently 
called for surgical intervention. As a conse- 
quence, surgical practice is being limited to 
an increasing extent to chronic diseases, 
malignancies, congenital deformities and in- 
juries. 

Desipte these changes doctors still have 
plenty to do. The population is growing, 
people are living longer, and they are be- 
coming more health-conscious. These con- 
siderations will continue to inspire members 
of our profession to strive to reduce the in- 
cidence of disease and to devise new methods 
of treatment of conditions which cannot be 
prevented. 

It seems now that one group of disorders 
will demand an ever larger amount of the 
physician’s attention. These are the disorders 
of psychic origin. More and more, we ap- 
preciate the truth of Pavlov’s doctrine of 
conditioned reflexes and psychosomatic dis- 
case as almost daily we see manifestations of 
the relationship of psychic influences upon 
pathologic processes. High blood pressure, 
peptic ulcer and the dermatoses are but a few 
examples of these manifestations. 


As our understanding of this relationship 
has improved, our views of therapy have al- 


tered correspondingly. Today, every phy- 
sician and surgeon recognizes that the patient 
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must be treated as a whole, and to this end 
is learning to apply the technics of psychiatry 
to the study of personality and the discovery 
of influences which may have a bearing upon 
somatic disease. The present accent upon a 
cordial and confidential —patient-physician 
relationship is an outgrowth of this concept. 
Strangely, it represents a return to the view 
which permeated medical practice fifty years 
ago: that a sympathetic understanding on the 
part of the physician may be as essential to 
the patient’s recovery as any other treatment. 
It is, in brief, a return to the practice of the 
art of medicine. 

The past fifty years has been called the 
Golden Age of medicine and, by comparison 
with all the preceding periods, the name is 
well deserved. Further, the medical progress 
of this country has outstripped that of all 
other nations. Through the individual and 
collective initiative and efforts of the mem- 
bers of our profession the span of life has 
been lengthened by twenty years and our 
people as a whole are enjoying better health. 
As a consequence, medicine has come to exert 
a tremendous influence upon the national 
economy. If for no other than practical rea- 
sons, it should remain free to continue its 
endeavors to prolong the lives and improve 
the health of our people. For humanitarian 
reasons, this freedom is imperative. 

From the day of its organization, the men- 
bers of the Southern Medical Association 
have remained faithful to the purposes of its 
founders, devoting themselves always to the 
promotion of every activity for the advance- 
ment of medical science and the welfare of 
the people of the South. Their achievements 
have added lustre to every decade of this 
Golden Age. On this Golden Anniversary, they 
can look back over the past fifty years with 
pride, and forward to the next fifty years 
with confidence in their ability to maintain 
without hindrance and without interruption 
the battle against disease and the honor and 
influence of our profession in the South, in 
the whole of this country, and throughout 
the world. 
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MALPRACTICE LIABILITIES 


The problem of malpractice insurance, the 
increasing wave of suits, and the marked 
increase in the size of verdicts by juries has 
become a source of anxiety to all of us. Some 
of the county and state medical societies and 
the American Medical Association have special 
insurance committees which are studying the 
prevention of these suits. Twenty-two states 
have claim-prevention or review programs on 
a state level, but only two states have such 
programs on a county level. 

The physician is protected to a much 
greater degree today by his own county or 
state medical insurance committee than in the 
past. Furthermore, many state associations 
have a master policy with one company for 
all of its members. Twenty years ago, as 
soon as a case was settled with an insurance 
carrier, the physician was notified that his 
insurance was canceled. This was particularly 
true of the radiologist. However, Dr. Sa- 
dusk,! of California, in an article on profes- 
sional liability finds that 68 per cent of the 
claims were surgical in nature, including ob- 
stetrics, gynecology, orthopedics and general 
surgery; 18.4 per cent were medical; and the 
balance of 13.6 per cent were radiologic, and 
miscellaneous problems. Other interesting 
points in his analysis were as follow: 


1. In age, 67.6 per cent of the physician 
membership was between 35 and 54 years, 
and it was this younger group which ac- 
counted for 78.4 per cent of the professional 
liability incidents. This may be due to sev- 
eral factors,—this group may have had 80 
per cent of the active practice, or Experience, 
the great teacher, has had its calming effect 
on the sometimes undiplomatic response of 
the younger doctor to disgruntled patients 
and poor results. 


2. Ninety-two physicians in the county 


each had one incident, ten had 2 incidents, 
three had 3, and one had four. The 14 physi- 
cians who had more than one suit each con- 
stituted only 1 per cent of the county society 


1. Sadusk, J. F.: An Analysis of the Professional Liability 

Program in Alameda-Contra Costa County—1946 through 

Costa Med. Association Bulletin 
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membership, but accounted for 27 per cent 
of the amount of money asked for damages. 

3. Seventy per cent of the professional 
liability incidents occurred in the hospital. 


There is one encouraging bit of news for 
the unfortunate defendant physician (and it 
can happen to any of us at any time) as 
learned from a questionnaire sent out by the 
American Medical Association’s Department 
of Law. The consensus of opinion is, contrary 
to the feeling of the physician in the past 
that he was disgraced professionally by a 
suit, the effect of a suit on the reputation 
and practice of a physician is slight, if any. 
However, a few states indicated that the ef- 
fect was greater in the small towns. 


The present increase in professional dam- 
age suits will continue. The “insurance- 
conscious” public is going all out to be cov- 
ered for every costly surprise expense in 
their budget, from fire to cancer. The ignor- 
ance of those insured of what is ethical in 
asking for compensation by their insurance 
company is appalling. Every week a physician 
is asked point blank to openly falsify a claim 
to assure the insured of a larger compensa- 
tion. The public must be made aware that 
insurance is made possible only by the hon- 
esty of those insured, and that chiseling only 
elevates the cost of premiums. Many large 
companies carry excellent insurance coverage 
for their employees. It is surprising to hear 
some officials speak of their laxity in settling 
claims, always in favor of their employees 
and at the expense of the insurance carrier. 


It was even more surprising when one such 
official felt that, since a physician was also 
covered by insurance, as he was, and since 
the results of an operation were unsatisfactory 
the doctor should see to it that the insur- 
ance company paid his (the patient’s) way 
to a distant city in addition to paying for 
the needed extra surgery! This statement 
was made in all honesty and friendliness and 
the claimant was surprised when the phy- 
sician explained that he was covered for 
malpractice only, not for a guarantee of 100 
per cent results in all of his patients. 


Therefore, it seems that all of us must give 
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more time and thought to this problem. We 
must have sympathy, friendliness and neigh- 
borliness for each defendant doctor and ac- 
cept positions on the committees which aid 
in various ways the brother in his difficulties, 
because you may be next. 

Lastly, as a prophylactic approach, let us 
daily try to improve our physician-patient 
relationships. It is a rare occasion that a 
patient sues a doctor of whom he is fond. 


Joun H. Lamps, M.D. 


CIGARETTE SMOKING AND 
CHRONIC PULMONARY DISEASE 


While the arguments continue over the 
place the cigarette has in the pathogenesis of 
bronchogenic cancer, we might turn aside 
and consider other items in this field. 

First, there is the matter of chronic cough. 
In the absence of intrinsic pulmonary disease 
has it a relationship to cigarette smoking? 
It is generally so accepted by the smoker him- 
self for he states categorically in the system 
review, during the taking of a medical history, 
that he has a “cigarette cough” and usually 
admits, if he has stopped smoking temporar- 
ily, that the cough has either improved or has 
disappeared altogether. And probably many 
a clinician would agree with the editor that 
in the more moderate degrees of bronchiecta- 
sis he has been able to ameliorate the symp- 
toms by interdicting the use of cigarettes, at 
times upon several occasions in the same pa- 
tient as he has tired of abstinence and has 
again fallen into old ways. In studying chronic 
cough, Phillips, Phillips and Thompson! com- 
pared a group of about a thousand men, living 
in a damp climate and subjected to municipal 
air pollution and industrial smoke and gases, 
working in a steel plant in West Virginia, 
with 300 men in a V. A. Hospital in New 
England. Patients having chronic and ana- 
tomic cardiopulmonary disease, whether neo- 
plastic or infectious, were excluded. The first 
group was subdivided into those working in 
a coke plant, those doing masonry work, and 
those doing electrolytic tin plating, thereby 
using men exposed to substances accepted by 
many as noxious to the lungs. The second 
group was not uniform, coming from urban 
and rural areas. Chronic cough was defined 


1. Phillips, A. M., Phillips, R. W., and Thompson, J. L.: 
Chronic Cough: Analvsis of Etiologic Factors in a Survey 
of 1,274 Men, Ann. Int. Med. 45:216, 1956. 


NOVEMBER 1956 


by these authors as daily cough and sputum 
for a year or more. History, physical exam. 
ination, x-ray studies, and other data were 
obtained in all. 

In this study 34 per cent had chronic cough 
with sputum. (This compares with other re- 
ported studies of an incidence of 47, 49 and 
57 per cent.) The atmosphere at the place of 
residence and noxious agents in the area of 
employment seem to provide no determining 
factor in this study, though the authors cer- 
tainly attempt to keep an open mind rela- 
tive to these items. Irrespective of the part 
any of these factors may play in the patho- 
genesis of chronic cough, the duration and 
amount of cigarette smoking seems to playa 
most important role. Pipe or cigar smoking 
are apparently negligible and provide no 
greater statistically significant incidence of 
cough than in the nonsmoker. But the dif- 
ference in the rising incidence of chronic 
cough from the use of one-half, to one, to 
one and a half, and to two or more packages 
of cigarettes daily is remarkable, irrespective 
of the groups analyzed. 

The authors are conservative in their de- 
ductions implying merely that in the evalua- 
tion of any extrinsic factors which might lead 
to chronic bronchitis, they must not be con- 
sidered to the exclusion of cigarette smoking 
as a potentiating if not an even more im- 
portant factor. They also feel that the high 
incidence of chronic cough in the older age 
group of cigarette smokers may well be in- 
dicative of actual structural changes in the 
lungs as a result of cigarette smoking. 

A paper from Boston University School of 
Medicine, by Lowell and associates? bears on 
this latter observation. In studying the re- 
versibility of chronic pulmonary disease the 
authors noted the common association of 
chronic obstructive emphysema with cigarette 
smoking. They selected patients with an onset 
of symptoms after age 40, patients who had 
dyspnea on exertion, at times at rest, and 
having physical signs of hyperinflation. Their 
diagnostic criteria for obstructive emphysema 
were: “(1) dyspnea beginning only after the 
age of 40; (2) pronounced slowing of expira 
tion based on the expirogram; and (3) failure 
of the expiratory rate to approximate the 


2. Lowell, F. C., Franklin, W., Michelson, A. L., and 
Schiller, 1. W.: Chronic Obstructive Pulmonary Emphy- 
sema: A Disease of Smokers, Ann. Int. Med. 45:268, 1956. 
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normal value even after intensive treatment 
with bronchodilator drugs or steroids.” 


Their study included 28 men and 6 women 
all over 50 years of age and all smoked. For 
comparison a group of smokers over 50 years 
of age were selected from the wards or clinics. 
After setting a “pack year’”’ (number of packs 
of cigarettes per day multiplied by number of 
years the patient smoked) it was found that 
patients with emphysema had smoked an 
average of 47 “pack years” as against an aver- 
age of 25 “pack years” for the unselected 
smokers over age 50 years. Seventy-seven per 
cent of the 22 men with emphysema smoked 
more than a pack a day as compared to 15 
per cent of those over 50, who did this as 
found in the studies by Hammond and Horn.* 


From a pathophysiologic viewpoint these 
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authors believe that obstructive emphysema is 
due to imflammatory changes in the narrow- 
est airways at the periphery of the lung be- 
cause the air-flow in these cases is nonturbu- 
lent as compared to that in asthmatic emphy- 
sema for example. They conclude that smok- 
ing, over age 50, is a major cause in obstruc- 
tive pulmonary emphysema. 

Though it is said that statistics may be 
used to prove anything, and it is admitted 
that the relationship between cigarette smok- 
ing and pulmonary carcinoma is not settled, 
accumulating evidence is tending to prove 
that no good comes to the lungs through the 
inhalation of cigarette smoke over the years. 


3. Hammond, E. C., and Horn, D.: The Relationship Be- 
tween Human Smoking Habits and Death Rates, J.A.M.A. 
155:1316, 1954. 


Role of Streptococcus in Arthritis Deformans* 

“The recent bacteriologic studies of rheumatoid 
arthritis or arthritis deformans indicate that it is due 
to a streptococcus infection. An Alpha type strepto- 
coccus has been isolated in a high percentage of cul- 
tures from the blood, joint fluid and primary foci. 
The same organism has been found in joint tissues. 
Typical lesions have been produced by inoculating 
animals with this streptococcus. The results obtained 
from specific vaccine therapy also suggest that this 
arthropathy is caused by a streptococcus of the Alpha 
type. . 

“The streptococcus cultured from the blood and 
joints by this method resembled the one Cecil con- 
sidered specific for rheumatoid arthritis and showed 
the same agglutinating properties as his AB-13 strain. 

- Because of these intermediary qualities it has 
been called an Alpha prime streptococcus. The typical 
Alpha or Streptococcus viridans as found in rheumatic 


also positive for the Alpha type streptococcus. 

“Among the other control cases, including 17 osteo- 
arthritis, 7 normal individuals and 47 miscellaneous 
diseases, only 2 were positive. These 2 cases were 
cavernous sinus thrombosis and one of agranulocytic 
angina, both of which showed Beta streptococcus. 

“The arthritis deformans group was composed of 
52 females and 19 males. . . . They were for the most 
part moderately advanced ambulatory cases with 
multiple arthritis and typical swelling of the joints. 
A few early cases showed only slight fusiform swelling 
and stiffness of the interphalangeal joints of the 
fingers or pain and swelling of one knee... . 

“A large percentage of this group of 71 cases gave 
a history of focal infection. . 

“Ageglutination tests were made in 150 rheumatoid 
and control cass. Sixty of the 71 arthritis deformans 
cases were tested, 52 showed agglutination of the 
rheumatoid streptococcus (AB 13 strain) and 37 in 


en fever produces a much wider green zone and shows 
| no hemolysis. Cecil called this intermediary type the 
“typical” strain for rheumatoid arthritis. 


high titer 1 to 640-5120.... 


“The majority of the cases with arthritis deformans 
of many years’ duration showed agglutination in a 


“In the arthritis deformans group of 71 cases 46 
positive cultures were obtained. In 2 cases both blood 
and joint fluid were positive. Therefore, 62 per cent 
of the cases were positive in blood or joint fluid or 
both. 

“The thirteen rheumatic fever cases yielded five 
positives. Three cases, malignant endocarditis, acute 
peritonsillar abscess and subacute osteitis, conditions 
intimately associated with rheumatic infection, were 


*Gray, J. W., and Gowen, C. H.: The Role of the Strep- 
tococcus in Arthritis Deformans. (An Improved Cultural 


Method), Am. J. M. Sc. 182:682, 1931. 


low dilution, if at all... . Apparently the agglutina- 
tion reaction is an indication that an individual is 
developing a resistance for streptococcal infection 
somewhere in the body, it may be in the sinuses, gall- 
bladder or joints. These agglutinations run nearly 
parallel with those of some other diseases, namely, 
typhoid fever and undulant fever, in that they rarely 
become positive in the very early stages of the disease. 
They may vary in strength from week to week and 
finally become weaker or negative after the infection 
has subsided. . . . 
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“The treatment of arthritis deformans falls into 
four groups: general, focal, local and specific. 

“The improvement of the patient’s general resistance 
through rest, nourishing food rich in vitamins, sun- 
shine, rest in bed during the acute stage of the disease, 
medication or even transfusion if necessary for anemia 
and also a change in climate are all . . . important... . 

“The focal treatment applies to the removal of all 
available primary foci such as infected tonsils, diseased 
teeth, sinus infections, etc. . . . 

“The local treatment is chiefly corrective, including 
physiotherapy, hydrotherapy, massage and orthopedic 
treatment which applies particularly to the cases that 
have developed deformities. 

“By specific treatment is meant the use of vaccine 
or immune serum for the purpose of controlling an 
infection in the joints, which in the majority of the 
cases does not clear up through general or focal 
treatment... . 


“The specific vaccine was prepared from the Alpha 
type streptococcus isolated from the patient’s blood, 
joint fluid or foci or from typical strains in case an 
autogenous vaccine could not be obtained. .. . 


“The vaccine was administered subcutaneously and 
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intravenously. The former method was used exclusively 
until recently when most of the cases under treatment 
were shifted to intravenous injections and others were 
started by that method. The initial dose when useq 
subcutaneously was 100 million, increasing 200 million 
every week until a maximum dose of 2000 million was 
reached and that amount continued indefinitely. In 
most instances this amount produced no reaction, 
Larger doses were abandoned because of the frequency 
of joint reactions which occasionally resulted in exacer. 
bations which continued for 2 or 3 months. ... 

“Regarding the rationale of intravenous vaccine 
therapy Swift, Hitchcock, Derick and McEwen demon- 
strated that in cases of rheumatic fever the patient 
was in a state of hyperergy and that this could be 
controlled by intravenous rather than by subcutaneous 
injection. A state somewhat similar to this seems to 
appear in arthritis deformans. . . . 

“Our results with specific vaccine treatment were 
extremely satisfactory in early and moderately ad- 
vanced cases. Several of these cases that received sub- 
cutaneous vaccine for a period of 8 months to 18 
months were discharged as cured and vaccine dis. 
continued 6 to 8 months ago. ... ” 


Roentgen Signs in Clinical Diagnosis. By Isadore Meschan, 
M.D., Professor and Director of the Department of Radiology 
at the Bowman Gray School of Medicine. 2,216 illustrations 
with 780 figures, 1,018 pages. Philadelphia: W. B. Saunders 
Company, 1956. Price $20.00. 


Surgery for General Practice. By Victor Richards, M.D., Pro- 
fessor of Surgery, and Chairman of Department, Stanford 
University School of Medicine. 933 pages, 476 illustrations. St. 
Louis: The C. V. Mosby Company, 1956. Price $17.50. 


The Morality of Hysterectomy Operations. By Rev. Nicholas 
Lohkamp, O.F.M., S.T.L., Studies in Sacred Theology (Second 
Series) No. 92. 190 pages. Washington, D. C.: The Catholic 
University of America Press, 1956. Price $2.25. 


Cryptococcosis. Torulosis or European Blastomycosis. By M. 
L. Littman, M.D., Department of Microbiology, The Mount 
Sinai Hospital, New York; and Lorenz E. Zimmerman, M.D., 
Central Laboratory, Veterans Administration, Washington. 182 
este" illustrated. New York: Grune & Stratton, 1956. Price 
8.50. 


Of Water, Salt and Life. 72 pages, 31 plates. Milwaukee, 
Wisconsin: Lakeside Laboratories, Inc., 1956. Price $7.50. 


The Spine. Anatomico-Radiographic Studies Development and 
the Cervical Region. By Lee A. Hadley, M.D., Clinical Asso- 
ciate Professor of Public Health, New York State College of 
Medicine; Senior Attending Roentgenologist, Syracuse Memorial 
Hospital. 152 pages, illustrated. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1956. Price $6.50. 


The Treatment of Fractures. Vol. 1—Translated from the 
Thirteenth German Edition. Lorenz Bohler, M.D., Director of 
the Accident Hospital, Vienna; Professor of Accident Surgery, 
University of Vienna. 1,721 Illustrations, 1,072 pages. New 
York: Grune & Stratton, 1956. Price $24.50. 


Textbook of Urology. By Victor F. Marshall, M.D., Associate 
Professor of Clinical Surgery (Urology), Cornell University 
Medical College. 257 pages, illustrated. New York: Paul B 
Hoeber, Inc., 1956. Price $5.50. 


Principles and Methods of Sterilization. By John J. Perkins, 
M.S., Director of Research, American Sterilizer Company, Erie, 
Penn. 334 pages, illustrated. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1956. Price $8.00. 
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be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Footnotes and 
bibliographies should conform to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New England J. Med. 
243:435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
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SPECIAL SUBSCRIPTION RATE 


For Interns and Residents 


The Journal of the Southern Medical 
Association is now available to interns 
and residents throughout the South at a 
special price of $3.00 per year. 

All physicians in intern or residency 
training in Southern hospitals are eligible, 
provided such training is approved by the 
Council on Medical Education and Hos- 
pitals of the AMA. 


Renewals falling within the formal train- 
ing period may be made at the same rate. 


The Southern Medical Journal is a 
general publication, presenting twenty to 
twenty-five papers monthly covering a 
broad range of medical and surgical sub- 
jects. The physician in training will find 
the Journal an up-to-date source of “‘what’s 


new” in medicine, irrespective of the na- 
ture of his future practice. 

The Journal is the publication medium 
of the papers presented before the twenty 
Sections of the Association’s scientific as- 
sembly as well as selected contributed 
papers. In addition, it features editorials, 
timely review articles, book reviews, and 
medical news. 

With a circulation of 10,700 copies, the 
Southern Medical Journal is the nation’s 
second largest general medical publica- 
tion. This special rate (less than one-half 
the actual cost for printing) is a contribu- 
tion of the Southern Medical Association 
to the continuing education of the young 
physicians of the South. 
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How to Reduce Surely and Safely 


By Herbert Pollack, M.D., with Arthur D. Morse. 
152 pages. New York: McGraw-Hill Book Company, 
Inc., 1955. Price $2.95. 

Dr. Herbert Pollack has written a very complete 
little book in a light vein on a serious subject. It is 
filled with sugar coated facts and figures, larded over 
with cute cartoons, and about as effective a reducing 
agent as an avocado pear. 


It is the experience of most observers that the ease 
with which a patient reduces is inversely proportional 
to the number of emotional and environmental stresses 
and strains which entangle her (or him). The patient 
who can lose easily might be amused by Dr. Pol- 
lack’s book but she does not need it. The patient who 
loses undulantly and with stone-wall frustration will 
feel the book to be about as appropriate as a laugh 
at a funeral. 

It is possible that this book may be suitable for the 
physician’s bookshelf. The data contained in it is 
easy to read and may be passed on more suitably by 
the physician to his patient after the patient’s major 
background problems have been unraveled. 


The Interpretation of the Unipolar Electrocardiogram 


By Gordon B. Myers, M.D., Professor of Medicine, 
Wayne University College of Medicine. 164 pages, 
illustrated. St. Louis: The C. V. Mosby Company, 
1956. Price: $4.75. 


This monograph is the outgrowth of previous man- 
uals prepared by Dr. Gordon B. Myers to supplement 
the graduate course in electrocardiography given by 
the author. The result is a well-organized presentation 
of the Interpretation of the Unipolar Electrocardio- 
gram. 

The book deals with only generally accepted prin- 
ciples and concepts under such caption headings as: 
“Procedure for the Interpretation of Multiple Precor- 
dial and Unipolar Limb Leads;” the “Origin and Form 
of the Normal and Abnormal QRS-T Complex;” “Dis- 
orders of Rate and Rhythm of the Heart;” and a 
“Summary of QRS-T Patterns in Unipolar Thoracic 
and Lii:b Leads.” 


The text is clear, concise, and well documented. To 
those planning to take the course in electrocardiog- 
raphy offered by Dr. Myers, this volume is essential. 
It serves as a useful source of information for resolv- 
ing many problems, and clinical appreciation is ex- 
cellently outlined. 

The chapter dealing with the electrocardiogram on 
myocardial infarction is superb and the author calls 
attention to the fact that interpretation of the electro- 
cardiogram should include clinical data in order to 
minimize errors. The observations recorded are derived 
from revelations of electrocardiographic and _post- 
mortem findings. 

This monograph is excellent and recommended by 
the reviewer. 


Practical Neurology 


By Leo M. Davidoff, M.D., Professor and i 
Department of Surgery of the Albert Einstein Co). 
lege of Medicine, New York, and Emanuel H. Feiring, 
M.D., Associate Professor of Surgery (Neurosurgery), 
Albert Einstein College of Medicine. 430 pages. New 
York: The Blakiston Division of McGraw-Hill Book 
Company, 1955. 


This handbook has been designed for the practi. 
tioner who desires a quick orientation with respect to 
the basic principles of neurologic diagnosis and treat. 
ment. It has a detailed and convenient table of contents 
and is well indexed. Although the authors are neuro. 
logical surgeons their therapeutic recommendations are 
written without “surgical bias” and reflect a broad 
background in clinical neurology. 

The practitioner will find the section on convulsive 
disorders of great practical value. It includes not only 
a thorough discussion of the sociologic aspects of epi- 
lepsy but also contains a question and answer section 
which will be very helpful to the physician who must 
answer the queries of epilepic patients and their rel 
tives. The sections on vascular and inflammatory dis 
orders of the central nervous system are sufficiently 
complete to be of considerable benefit to the prac 
titioner in the management of clinical problems, 

This volume achieves the purpose of the authors and 
is highly recommended. 


Thallium Poisoning 


By J. J. G. Prick, Professor of Neurology and Psy- 

chiatry, University of Nijmegen; W. G. Sillevis Smitt, 

Professor of Neurology, University of Utrecht, and 

L. Muller, Industrial Physician, Enschede, The 

Netherlands. 144 pages. Houston: Elsevier Publish- 

ing Company, 1955. Price: $3.95. 

This interesting monograph describes a number of 
clinical experiences of thallium poisoning and also 
indicates the histopathologic changes encountered at 
autopsy as well as those noted in experimental animals. 
There are sections on the differential diagnosis of this 
rather polymorphic syndrome and interesting com- 
ments on the therapy and toxicology of thallium in- 
toxication. 


In addition to the well-known clinical syndrome of 
polyneuritis in association with falling out of hair the 
authors point out that multiple organ systems are it 
volved in this disorder. Since this drug is no longer 
used in the treatment of ringworm or as a depilatory, 
the authors emphasize its importance with respect 
crime detection. In their concluding remarks the 
point out that the unrestricted sale of thallium and 
the easy way in which it can be administered would 
“enable even someone of limited capacities to amy 
out a whole series of murders without the medial 
profession being able to raise the alarm in time.” 

This book deserves a place in all medical schoo 
libraries and will be of interest to physicians engage? 
in preventive medicine and toxicology. 
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Annotated Bibliography of Vitamin E. 1952-54 

Compiled by Philip L. Harris and Wilma Kujawski 

of the Research Laboratories of Distillation Products 

Industries, Rochester 3, N. Y. (Division of Eastman 

Kodak Company.) Volume III. 182 pages. Distributed 

by the National Vitamin Foundation, Incorporated, 

New York, 1955. Price: $3.00. 

The increased complexity of the scientific literature 
makes especially difficult access to knowledge of sub- 
jects like nutrition which subtend disciplines from 
pure chemistry through veterinary medicine and phys- 
iology to clinical medicine. Greatly reducing the ef- 
fort required to keep abreast of such fields are the 
classified groupings of abstracts which are appearing 
in increasing numbers. The series, of which the present 
volume is a member, entitled “Annotated Bibliography 
of Vitamin E” and distributed by the National Vita- 
min Foundation is outstanding in its completeness, 
quality, and usefulness. 

This present volume contains a few papers published 
in 1951 or earlier, covers the years 1952 and 1953 
rather completely, and incorporates the majority of 
publications in 1954. It lists 996 titles, most of which 
are abstracted. The publications are grouped into 
seven sections, occurrence and distribution, determina- 
tion, chemistry, physiology and pathology, pharma- 
cology, nutrition and metabolism, and medicine and 
therapeutic use. A useful author index is provided. 
The compilers of this series are providing a valuable 
service for all workers who may be concerned with any 
aspect of work on the tocopherols. 


Casimir Funk—Pioneer in Vitamins and Hormones 


By Benjamin Harrow. 200 pages. New York: Dodd, 

Mead & Company, 1955. Price: $4.00. 

This is the story of the man.who coined the term 
“vitamine.” The first half of the book is a biographi- 
cal account of Casimir Funk, beginning with his family 
background, his early education in Poland, Switzer- 
land, France, Germany, and Italy, and his further 
wanderings to New York, Warsaw, Paris, and return 
to New York where he now works in his own labora- 
tory. The second portion of the book gives Dr. 
Harrow’s appraisal of Funk’s contributions to knowl- 
edge concerning vitamins, hormones, and cancer. There 
is included a complete bibliography of Funk’s scientific 
papers. 

The author, Benjamin Harrow, is Professor Emeritus 
of Chemistry at the City College of New York and is 
familiar to recent medical graduates as the author of 
a textbook of biochemistry. 

This biography will interest those nutritionists, dieti- 
cians, biochemists and physicians who are curious as 
to the background and career activities of one of the 
earliest pioneers in the field of vitamins and nutrition. 


Present-Day Psychology 

Edited by A. A. Roback. 972 pages. New York: 

Philosophical Library, 1955. Price: $12.00. 

In this survey, A. A. Roback has collaborated with 
forty scientists to present a broad panorama of the 
young, fast growing field of psychology. Many of the 
contributors are authorities in their subjects: John E. 
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Anderson in child psychology, Karl C. Garrison on the 
subject of adolescence, J. P. Guilford in psychometry, 
Werner Wolff, Leopold Bellak, Leon J. Saul and Emil 
A. Gutheil in dynamic and clinical psychology. Dr. 
Roback has not only edited this work, but has also 
written a number of very interesting chapters. 

This volume is traditional in its general divisions 
into five parts; the first part is concerned with topical 
departments of psychology such as neurology, sensory 
and perceptual psychology, cognitive processes, etc. In 
part II, there are eleven chapters on the different 
branches of psychology. Part III is given over to var- 
ious viewpoints in dynamic and clinical psychology. 
Part IV is about methods, and part V is entitled “Psy- 
chological Borderlands and Humanistics.” 


Some of the chapters are quite brief and only sketch 
the high spots of subjects which this reviewer, for 
example, would like to see expanded. In other chap- 
ters the authors include case studies which one would 
expect to find only in the psychoanalytical reviews. So 
there should be much to whet the appetites of some 
and to satisfy the curiosity of others who reach for this 
attractively put together volume. 

Each chapter is followed by a list of bibliographical 
references and there is an author's index. 


Studies on Fertility 


Edited by R. G. Harrison, M.A., D.M., Derby Pro- 

fessor of Anatomy in the University of Liverpool. 

146 pages. Springfield, Illinois: Charles C. Thomas, 

Publisher, 1955. Price: $4.25. 

Papers read at the Sixth Conference of the Society 
for the Study of Fertility in London have been brought 
together in the present volume. These deal with in- 
vestigative, experimental and clinical aspects of the 
field. 

The subjects cover the whole scope of the fertility 
problem from the mode of action of spermicidal 
agents to the obstetrical management of women pre- 
viously followed for infertility. Fundamental investi- 
gations in the rat, rabbit and bovine cattle are re- 
ported. Diagnostic improvements in hysterosalpingog- 
raphy, detecting ovulation time, and celioscopy are 
discussed as aids in evaluating female sterility. 


The articles will be of special interest to the 
urologist, obstetrician, and others in the field of in- 
fertility and sterility. 


Introduction to Virology 


By Gilbert Dalldorf, M.D., Director, Division of 
Laboratories and Research, New York State Depart- 
ment of Health, Albany. 102 pages. Springfield, Illi- 
nois: Charles C. Thomas, Publisher, 1955. Price: 
$3.50. 


This small volume by the Director of Laboratories 
of the New York State Health Department is designed 
as an introduction for the microbiologist without pre- 
vious experience in virology. It is by necessity super- 
ficial in such a broad field but provides an over-all per- 
spective of the most common problems encountered in 
virus diseases in this country today. The nature of 
viruses and viral diseases is briefly discussed. The de- 
velopment of the important technical advances begin- 
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ning with Goodpasture’s use of the chick embryo is 
traced. The larger section of the material is grouped 
according to manifestations of clinical infection with 
short mention of the fundamental problems in patho- 
genesis, diagnosis and immunology. 

Although it makes for interesting reading, a propor- 
tionately large amount of space is given to the histor- 
ical aspect of each disease to the exclusion of other 
material which would be more appropriate in such a 
limited treatment of this field. The epoch-making 
work of Enders, Robbins, and Weller with tissue cul- 
ture technics is referred to only briefly. Also very 
little of the interesting developments concerning APC 
viruses is provided in the presentation of respiratory 
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diseases, and poliomyelitis immunology is too super. 
ficially discussed. The seven page chapter on encepha- 
litides is interesting and well written. 

The second and smaller section is concerned with 
the design and physical layout of the virology labora. 
tory and concise presentation of basic laboratory tech- 
nics. Emphasis is placed on the use of relatively 
simple tools for virus procedures and the nec 
precautions and hazards in handling infectious mate. 
rial. Because of the increasing importance of viral] 
diseases and the relatively complex and detailed char. 
acter of most standard treatises in virology, it is the 
opinion of the reviewer that this small volume serves 
a place as an introduction to this field. 


ARKANSAS 


Dr. J. H. Scroggin has recently opened a clinic 
in Ola. 

Dr. Austin D. Gullett has become associated with 
the staff of the Mobley Clinic in Perryville. 

Dr. Barton A. Rhinehart, Little Rock, attended 
the International Congress of Gastroenterology in 
London. 

Drs. John M. Hestir and Nolan F. Beverly have 
opened a clinic in DeWitt. 

Dr. Nils C. Pehrson has been appointed staff doctor 
and director of the Community Health Clinic at 
Perryville. 

Dr. Joe Ellis has arrived in Hampton from Wichita, 
Kansas, to begin practice at the Calhoun County 
Hospital. 

Dr. Charles F. Wells has joined the staff of Dr. 
T. H. Hickey’s clinic in Morrilton. 


Dr. Ellery C. Gay has been named temporary di- 
rector of a newly organized Civil Defense Council in 
Little Rock. 


Drs. R. V. McCray and Paul N. Means have opened 
a new clinic in Malvern. 


The American Academy of Pediatrics in Arkansas 
recently met and officially formed an Arkansas Chap- 
ter of the American Academy of Pediatrics. The fol- 
lowing officers were elected: Dr. Vida Gordon, Little 
Rock, chairman; Dr. Joseph Rosenzweig, Hot Springs, 
alternate chairman; Dr. Johan W. Eliot, North Little 
Rock, secretary-treasurer; and Drs. Robert L. Henry, 
Little Rock, and J. Schuler McKinney, El Dorado, 
executive committee members. The Committee Chair- 
men are as follows: Drs. J. Schuler McKinney, John 
Allen Harrel, Little Rock, Eugene Crawley, Little 
Rock, Barnett P. Briggs, Little Rock, Dr. Joseph Rosen- 
zweigh, and Robert Henry. 


DISTRICT OF COLUMBIA 


Dr. Oscar B. Hunter, Jr., Washington, has been 


elected president-elect of the American Association 
of Blood Banks. 


Dr. Jacob J. Weinstein, Washington, has been 
awarded a fellowship certificate in the American 
Medical Writers’ Association. 

Dr. Charles D. Shields, professor and director of 
the department of physical medicine and rehabilita- 
tion at Georgetown University has accepted an ap- 
pointment to the Veterans Administration Special 
Medical Advisory Group. 

Dr. Charles P. Cake, Washington, recently received 
the Douglas Southall Freeman award for his efforts 
in tuberculosis control from the Virginia Tuberculosis 
Association. 

Dr. Donald H. Stubbs, Washington, was presented 
with an award of merit in recognition of his scientific 
and academic achievements and his services to the 
community at a recent alumni reunion of the George 
Washington University Medical Society. 


FLORIDA 


Dr. Ben J. Sheppard, Coral Gables, has been named 
health director for North Bay Village. 

Dr. Donald W. Smith, Miami, was elected president 
of the New Grand Bahama Flying Club. 

Dr. Marion W. Hester, Lakeland, has assumed the 
duties of president of the Polk County Eye, Ear, Nose 
and Throat Society. The other officers are: Dr. Wil- 
liam M. Kummer, president-elect; Dr. Spencer Gar- 
rett, vice-president; Dr. Wylie L. Tillis, second vice- 
president; and Dr. Harry Halden, secretary-treasurer. 
All are from Lakeland. 

Dr. James J. Griffitts, Miami, has been re-elected 
vice-president of the Joint Blood Council. He will 
serve as a member of the Project Advisory Committee 
and as chairman of the Industry Liaison Committee. 

Dr. Eugene L. Jewett, Orlando, has been awarded 
a merit citation by the Orange County Chamber of 
Commerce in honor of his work for the physically 
handicapped in Orange County. 
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Dr. Philip J. Chastain, Coral Gables, has been 
named president of the Miami Pediatric Association. 

Dr. Thomas M. Palmer, Jacksonville, attended the 
meeting of the International Congress of Pediatrics 
in Copenhagen. 

Drs. Courtland D. Whitaker and Henry I. Langston, 
Marianna, are new members of the Medical Advisory 
Board of the Jackson County Chapter of the National 
Foundation for Infantile Paralysis. 


Dr. Earl S. Davis was honored with a testimonial 
meeting in appreciation for his service to the com- 
munity of Naples. 


Dr. Arthur L. Hardie, Jr., Jacksonville, was elected 
secretary of the Atlantic Coast Line Railroad Surgeons’ 
Association, 

Dr. Turner Z. Cason, Jacksonville, has assumed the 
duties of president of the Duval District Heart Asso- 
ciation. 

Dr. Millard P. Quilliam, Bradenton, will serve as 
president of the Bradenton Rotary Club for 1956-57. 


Dr. I. Leo Fishbein, Miami Beach, has been touring 
clinics and hospitals in Paris and other European 
cities. 

Dedication ceremonies for the University of Florida’s 
Medical Sciences Building were held October 12 and 
13. The University’s first class in medicine was ad- 
mitted this fall and began classes in the new building. 
The building is the first unit of the J. Hillis Miller 
Health Center, named in honor of the late Dr. J. 
Hillis Miller, former president of the University. 


Dr. Carlos P. Lamar, Miami, attended the First 
Pan-American Congress on Gerontology, Mexico City, 
in September. He was an official delegate appointed 
by the Dean of the University of Havana Medical 
School and President of the Cuban Gerontological 
Society. He was a member of the “Presidium” on 
Gerontological Nutrition and also presented a paper 
entitled, “New Concepts on the Elderly Diabetic.” 


Dr. James Patterson, Tampa, has been elected a 
district director of the American Association of Blood 
Banks. 


GEORGIA 


Dr. Jabez Jones will serve as temporary adminis- 
trator of Telfair Hospital, Savannah. He is medical 
director emeritus of the institution. 


Dr. Edwin Jordan Callaway, Covington, has been 
appointed chief of the Newton County Hospital 
staff. 


Dr. William H. Holden, Macon, was recently 
elected president of the Holden Foundation Aeronau- 
tics, which is a scientific organization. 


New staff members at the new Hill-Burton hospital 
in Milledgeville are: Dr. O. C. Woods, president and 
chief-of-staff; Dr. Wilbur M. Scott, vice-president; 
and Dr. Curtis F. Veal, secretary. Also on the medical 
staff of the hospital are: Drs. Charles B. Fulghum, 
E. Y. Walker, Howard R. Cary, James E. Baugh, Henry 
Dawson Allen, Edwin W. Allen, T. C. Jordan, J. F. 
Boddie, and A. M. Boddie. 


Dr. W. P. Smith, Bowdon, was honored on _ his 
9th birthday with a dinner party. 
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The residents of Bowdon observed July 25 as 
“Smith and Wilson Day” in honor of Dr. W. P. 
Smith, Sr., and Dr. L. E. Wilson. A picnic was given 
in honor of the physicians. 

Colonel Paul H. Milton, Waycross, has been named 
commandant of the Fort Stewart Army Hospital. 


Dr. Roy Ray, Folkston, has been elected to the 
staff of the McCoy-Jackson Hospital. 

Recent appointments to the faculty of the Medical 
College of Georgia include the following: Dr. John 
William Kemble, professor of neurology; Dr. Arthur 
John Gatz, associate professor of microscopic anatomy; 
Dr. Eldon L. Caffery, assistant professor of surgery 
(urology); Dr. Avery B. Brinkley, instructor in the 
department of radiology; Dr. Kenneth Joseph Boni- 
face, instructor in the department of anesthesiology; 
Dr. John Atkinson Owen, assistant professor of medi- 
cine; Dr. James H. R. Sutherland, assisstant professor 
of pharmacology; Dr. Tim Weatherford, Jr., assistant 
professor in the department of gross anatomy; Dr. 
Victor Augustus Moore, Jr., instructor in medicine; 
Dr. Enos James Reilly, instructor in the department 
of obstetrics and gynecology; Dr. Jerome Cope, in- 
structor in surgery (thoracic surgery); Dr. Herbert 
H. Schafer, instructor in medicine (cardiology); Dr. 
Frank Pearson Anderson, instructor in the depart- 
ment of pediatrics; and Dr. William Bowman Jef- 
fries, instructor in the department of microscopic 
anatomy. 


MISSISSIPPI 


Dr. George W. Bounds was recently honored by 
the East Mississippi Medical Society in recognition 
of his fifty years of service in the practice of medi- 
cine. He was presented a fifty-year certificate and pin. 

The Northeast Mississippi Medical Society has hon- 
ored Dr. Hunter Scales of Starkville for his fifty years 
of outstanding work in the medical profession and 
as an active citizen. 

Dr. M. M. McMillan celebrated his eightieth birth- 
day with a family reunion and picinc in Guntown. 

An Academic Dedication was held on October 23 
and 24 by the University of Mississippi School of 
Medicine. The program included a welcome by Dr. 
D. S. Pankratz, Dean of the School of Medicine and 
Director of the University Medical Center, presenta- 
tions of papers by many prominent physicians and 
a tour of the University Medical Center. 


MISSOURI 


Dr. Harold Ridings, Cape Girardeau, is a director 
of the Missouri State Chapter of the National Re- 
habilitation Association which was formed recently. 

Dr. D. M. Nigro, Kansas City, was recently in- 
stalled president of the National Italian-American 
Service Organization. 

Dr. Herman Wing, St. Louis, has been appointed 
a representative of the jurisprudence section of the 
membership committee of the American Academy 
of Forensic Sciences. Dr. Val B. Satterfield also of 
St. Louis is president-elect of the Academy. 

Dr. A. N. Arneson, St. Louis, and Dr. Clarence 
D. Davis, Columbia, will serve as chairman and vice- 
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chairman respectively from Missouri at the fifth an- 
nual clinical meeting of the American College of 
Obstetricians and Gynecologists which will be held 
sometime this month. 

Dr. Louis Porter, Kansas City, was a co-chairman 
of the local committee on arrangements for the 
American Society of Anesthesiologists which met in 
Kansas City in October. 


The St. Louis University has announced the fol- 
lowing appointments: Dr. J. Walter Burdette, pro- 
fessor of clinical surgery and director of the St. Louis 
University Surgical Service at Veterans Hospital; Drs. 
Karl G. Lark and Norman E. Melechen, instructors 
in microbiology; Dr. Oscar Marin, assistant in neu- 
rology and psychiatry; Dr. Ralph A. Kinsella, Jr., 
associate professor of internal medicine, was appointed 
chairman of the faculty seminar for the current 
academic year; and Dr. John Pfaff, Jr., was ap- 
pointed director of laboratories at Firmin Desloge 
Hospital. 

Dr. E. V. Cowdry, Washington University School 
of Medicine, has been chosen an honorary president 
of the First Pan-American Congress of Gerontology. 


Dr. S. Richard Silverman, professor of audiology 
and director of the Central Institute for the Deaf, 
and Dr. Ira J. Hirsh, research associate in audiology 
in otolaryngology and research associate at the In- 
stitute has recently delivered a series of lectures at 
the opening of the Venezuelan Institute of Speech 
and Hearing in Caracas. 


New faculty members at the Washington University 
School of Medicine are: Dr. Guillermo Cabrera, in- 
structor in biochemistry in medicine; Dr. Robert C. 
Donaldson, instructor in surgery; and Dr. Nadys F. 
Kenikov, instructor in pathology. 


Dr. B. Y. Glassberg, Division of Health and Hy- 
giene of the Board of Education, has been elected 
a director of the National Council on Family Rela- 
tions. 


Dr. Oliver i. Lowry, dean of the Washington 
University School of Medicine, has been appointed 
a member of the National Advisory Council on 
Health Research Facilities. 


Dr. E. Lee Dorsett addressed the Association Medi- 
cale Haitienne at Port-au-Prince, Haiti, on November 
8, and visited the Schweitzer Hospital, St. Mac, Haiti, 
as a guest of Dr. Larimer Mellion. 


Dr. James W. Colbert, Jr., dean of the St. Louis 
University School of Medicine, has announced the 
appointment of Dr. J. Walter Burdette as professor 
of clinical surgery at the University and also as 
director of the St. Louis University Surgical Service 
at Veterans Hospital. Dr. Colbert has also announced 
that Dr. John P. Wyatt, professor of pathology and 
associate director of the department, St. Louis Uni- 
versity School of Medicine, will spend two months 
at Scotland Yard, London, as a guest investigator 
with the Coroner System. While abroad, Dr. Wyatt 
will visit the Institute Medical Legale in Paris, The 
Welsh National School of Medicine in Wales, Uni- 
versity of Edinburgh in Scotland, King’s College and 
University College in London. 


Dr. Henry C. Sweany, Mt. Vernon, has been awarded 
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the medal of the American College of Chest Phy. 
sicians for his outstanding contributions in the field 
of chest pathology. 


NORTH CAROLINA 


Dr. Peter Baram has been added to the faculty of 
Bowman Gray School of Medicine, Wake Forest Col- 
lege. He will serve as instructor in microbiology. Dr. 
Marcus Frank Sohmer, Jr., is instructor in internal 
medicine, and Dr. Harry Mitten Carpenter has as- 
sumed his duties as instructor in pathology. 

Dr. C. Ronald Stephen of Duke University will be 
editor of Survey of Anesthesiology, a new journal to 
be published in February, 1957. 

Dr. William E. Loring has accepted the position 
of assistant professor of pathology, New York Uni- 
versity School of Medicine, New York City. 

Dr. J. H. Ferguson visited Cape Town, South Af- 
rica, where he delivered a paper on blood clotting 
at the University of Cape Town. 

The Private Diagnostic Clinic of the Bowman 
Gray School of Medicine, Wake Forest College, an- 
rounces the appointment of Dr. M. Frank Sohmer 
in gastroenterology. 

The Wilson Clinic has announced the association 
of Dr. John McCain for the practice of internal 
medicine. 

Dr. Marjorie P. Wilson has been appointed chief 
of the Veterans Administration residency and in- 
ternship division in the education service of the 
department of medicine and surgery at Washington, 

Dr. Ivan F. Bennett has been appointed chief of 
psychiatric research in the psychiatry and neurology 
service of Veterans Administration Central Office, 
Washington, D. C. 

Dr. Warner L. Wells, assistant professor of surgery, 
University of North Carolina School of Medicine, has 
recently been named to the Editorial Board of the 
Journal of History of Medicine and Allied Sciences. 


Dr. Charles Raymond Spell was recently named 
assistant professor in the department of medicine 
in biochemistry of the University of North Carolina 
School of Medicine. 


OKLAHOMA 


Drs. James L. Patterson and Fred L. Patterson, 
Duncan, have been honored by the Stephens County 
Medical Society as recipients of 50-year pins. The 
two brothers grew up in St. Joseph, Missouri, and 
were graduated from the Ensworth Central Medical 
College there fifty years ago. They had practiced in 
several towns in Oklahoma before moving to Duncan. 
Dr. Jim moved to Duncan in 1926 and Dr. Fred at 
rived in 1945. 

Dr. I. F. Stephenson was named president-elect of 
the Alva Rotary Club. 

Drs. A. B. Carney and John E. McDonald have 
been appointed to the Credentials Committee of the 
United States Division of the International College 
of Surgeons. 


Continued on page 74 
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THE “WEIGH” OF ALL FLESH 
for the patient who is all flesh and no eae. 


helps the patient in spite of himself 


Syndrox has a way of putting “backbone” into the Then the euphoriant nature of Syndrox gives a 
obese patient. lighter, brighter look to life—toning down the 


First it curbs the desire for food, so thatamoderate _—-PSychic urge to over-induige. 
meal satisfies. SYNDROX « TABLETS. ELIXIR 


‘LABORATORIES, INC. 
PHILADELPHIA 82, PA. 
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In spastic and occlusive vascular diseases 
TENSODIN 


Tensodin is indicated in angina pectoris and 
other coronary and peripheral vascular condi- 
tions for its antispasmodic, vasodilating and 
sedative effects. The usual dose is one or two 
tablets every four hours. No narcotic prescrip- 
tion is required. 


Each Tensodin tablet contains ethaverine hydrochloride 
(non-narcotic ethyl homolog of papaverine) 14 grain, pheno- 
barbital 14 grain, theophylline calcium salicylate 3 grains. 


Tensodin Tablets 
100’s, 500’s and 1000’s 


Tensodin®, a product of E. Bilhuber, Inc. 


| 


BILHUBER-KNOLL CORP. distritvior Rew 


CYANOCOBALAMIN (CRYSTALLINE VITAMIN B,,) 


Weight gain and increased interest in food often follow the use 
of REDISOL as a dietary supplement. The cherry-flavored Elixir 
or the soluble Tablets are both readily miscible with liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. Inc., PHILADELPHIA 1, PA. 
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IN DERMATOSES 


effective in over 


Ol% of cases 
Terra-Cortril 


brand of oxytetracycline and hydrocortisone To pi c al O j nt me nt 
Proved effective in 526 of 575 cases of varied dermatoses. ‘‘No adverse 
reactions were noted...” in the entire group.’ 


“This topical ointment is clearly advantageous in combining in one 
preparation hydrocortisone [CORTRIL]...and oxytetracycline [TERRAMYCIN®], 
which is effective against many of the pathogens that commonly 

exist with pruritic dermatoses.’’? 


Supplied: In 1/2-0z. tubes, containing 3% oxytetracycline hydrochloride (TERRAMYCIN) 
and 1% hydrocortisone (CORTRIL). 


PFIZER LABORATORIES, Brooklyn 6, New York 


Division, Chas. Pfizer & Co., Inc. 


1. Robinson, R. C. V., and Robinson, H. M., Jr.: 
South. M. J. 49:260, 1956. 
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FOLBESYN 


VITAMINS LEDERLE 


COMPLEX 


Separate packaging of dry vitamins 
and diluent (mixed immediately be- 
fore injection) assures the patient a 
more effective dose. May also be 
added to standard IV solutions. 


Dosage: 2 cc. daily. 


Each 2 cc. dose contains: 
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SUFFER 


"PREMARIN™ 


Thiamine HCI (B,) 
Riboflavin (B,) 
Niacinamide 
Pyridoxine HCI (B,) 


Sodium Pantothenate 10 mg. 


Ascorbic Acid (C) 
Vitamin B,, 
Folic Acid 


U.S. PAT. OFF. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


PEARL RIVER, NEW YORK 


10 mg. 
10 mg. 
50 meg. 

5 meg. 


300 mg. 
15 mcgm. 
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anxiety is part of every illness 


In physical sickness... 


anxiety 
In anxiety... 


Supplied: Tablets, 400 mg., 
bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


MEPROBAMATE 
(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
licensed under U.S.Patent No. 2,724,720 


Philadeiphia 1, Pa. anti-anxiety factor with muscle-relaxing action 


A private psychiatric hospital em- Staff PAUL ANDERSON, President 
REX BLANKINSHIP, M.D., Medical Director 
ploying modern diagnostic and treat- 


JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


and recreational therapy—for nervous CHARLES A. PEACHEE, M.S., 
and mental disorders and problems of Psychologist = 

addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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HOW VAGISEC LIQUID 


TRICHOMONADS IN 15 SECONDS 


| ITH the Davis technique, both Vacisec® 
| liquid and jelly, flare-ups of vaginal 


trichomoniasis rarely occur. Vacisec liquid 
actually explodes trichomonads within 15 sec- 
onds after douche contact. Better than 90 per 
cent apparent cures follow use of this new trich- 
omonacide developed as “Carlendacide,” by 
Dr. Carl Henry Davis, noted gynecologist.? 


Standardized m 
‘Tablets | i 


Quinidine Sulfate” 
CONTACTS EXPLODES 
No trichomonad escapes —Three chemicals in 
Vacisec liquid combine in balanced blend to —- 
weaken the cell membrane, to remove waxes Me 0.2 Gram Be. hy; 
and lipids, and to denature the protein. With e. Ss 
its cell wall destroyed, the trichomonad imbibes 
water, swells and explodes. 


Natural 


(approx. 3 grains) 
The Davis techniquet— The physician uses 


produced by 
Vacisec liquid as a vaginal scrub at the office. 


He prescribes Vacisec liquid and jelly for con- Davies, Rose & Co., Ltd. ai 


comitant use at home. 


Infected husbands re-infect wives? — Use of 
prophylactics breaks the infection cycle? A By specifying the name, the 4 
prescription assures the protection afforded by physician will be assured that this F 
Schmid quality products — RAMSES,® the 
finest possible rubber prophylactic; or XXXX _ standardized form of Quinidine — 
(rourex)® skins of natural animal mem- Sulfate Natural will be dispensed) 
branes, pre-moistened. hi ti 
References: 1. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) oe ag — 

1955. 2. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955, 2 BS 

JULIUS SCHMID, inc. (Clinical samples sent to physicians” 


gynecological division 
423 West 55th Street, New York 19, N. Y. 


Vacisec, RAMSES and XXXX (rourex) are registered 
trade-marks of Julius Schmid, Inc. tPat. App. for 


on their request 


Davies, Rose & Co., Ltd. 
: Boston 18, Mass. 
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only androgens offer 


such dramatic relief 
in these conditions 


RETON 


an androgen of choice 


male climacteric 

The annoying symptoms of nervousness, fatig- 
ability, depression, insomnia, flushes, sweating 
and palpitation characteristic of this syndrome 
readily respond to adequate androgen therapy 
with ORETON. Relief is so dramatic and con- 
stant that ORETON may be used as a therapeutic 
test for the presence of the male climacteric. 


hypogonadism 
Primary or secondary hypogonadism both re- 
spond rapidly to adequate androgen therapy, 
with improved mental outlook plus increased 
libido and potency. 


ORETON Propionate in oil for intramuscular injection. 
Available in 1 cc. ampuls containing 25 mg. per cc., 
boxes of 6 and 50; and 10 cc. multiple-dose vials con- 
taining 25, 50 and 100 mg. per cc., boxes of 1 and 6. 
ORETON Methyl Tablets, 10 mg., bottles of 30, 100 and 
500 tablets; 25 mg., bottles of 15 and 100 tablets. 


ORETON Methyl Buccal Tablets, 10 mg., bottles of 30 and 
100 tablets. 


OnETON® Propionate, brand of Testosterone Propionate U.S.P. 
OreTon Methyl, brand of Methyltestosterone U.S.P. 


OR-J-62-256 


> 


..dioctyl sodium sulfosuccinate [Doxinate] results in 
restoration of normal function both in terms of stool con- 
sistency and frequency.” 


—CASS, L.J., AND FREDERIK, W.S.: AM. J. GASTROENTEROL. (DEC.) 1956. 


“Our results indicate that effective fecal softening is gen- 
erally adequate to permit correction of chronic cae cian 
of the spastic type.” 


—FRIEDMAN, M.: AM. PRACT. & DIGEST OF TREATMENT (OCT.) 1956, 


PARTICULAR CONDITIONS 
FOR DOXINATE THERAPY 
Spastic Constipation 


DOXINATE* 


(DIOCTYL SODIUM SULFOSUCCINATE, LLOYD) 
THE ORIGINAL FECAL SOFTENER 
DOSAGE: 
ADULTS—2 or 3 soft gelatin green 60 mg. capsules daily. 


INFANTS—1 or 2 cc. Doxinate Solution 5% 
once daily in milk, formula or fruit juice. 
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PATENT PENDING © 


IS FREQUENTLY PREFERRED IN: 


e Atonic Constipation 
e Chronic Functional Constipation 
e Geriatrics 


e Pre- and Post-Surgery 


Danthron (1 isa mild, 
“peristaltic stimulant 


DOSAGE: 


th ic group,... simultaneous use of mild 
_ tion |Doxinate with Danthron]...is preferred... 
RIEDMAN, M.: AM. PRACT. & DIGEST OF TREATMENT (OCT.) 1956. 
non-habit forming 
ults and children over 12—one or two so! gelatin brown cap- 
es (containing Doxinate, 60 mg.; Danthron, 50 mg.) at_bedtime for 
| de bowel movements shook 


"I’ve never needed 
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Dr. Louis J. West has become full-time head of 
the department of psychiatry at the University of 
Oklahoma School of Medicine following his release 
from the Air Force. 


Dr. Arvin C. Roberson has joined the staff of 
the Anadarko Hospital and Clinic in Anadarko. 


Dr. John A. Schilling, formerly assistant professor 
of surgery at the University of Rochester School of 
Medicine and Dentistry, has been appointed the first 
full-time head of the department of surgery at the 
University of Oklahoma School of Medicine. 


Dr. W. D. Stovall has assumed the duties of county 
doctor for the city of San Springs. 


Dr. Forrest Brown has been named assistant di- 
rector of local health services for the State Depart- 
ment of Health at Oklahoma City. 


SOUTH CAROLINA 


Dr. C. Tucker Weston, Columbia, has been elected 
vice-president of the Sertoma International Service 
Organization. 

Dr. Martin M. Teague, Laurens, has taken the 
office as governor of District 282 of Rotary Interna- 
tional, a world-wide service club organization. 


Dr. Joseph D. Thomas, Denmark, has recently 
been elected president for the Denmark Lions Club. 


“Spent four 
dollars on 
mustard plasters 
for my back 
before | realized 
it wasn't getting 
any better.” 


to be helped 
upstairs before.” 


NOVEMBER 1956 


Dr. Julian Price, Florence, has recently been re. 
elected to the Board of Trustees of the American 
Medical Association. 

Governor Timmerman has named two new mem. 
bers to the executive committee of the State Board 
of Health. They are: Drs. Frank C. Owens, Colum. 
bia; and W. Wyman King, Batesburg. The other 
members were re-appointed as follows: Drs. W. R. 
Wallace, Chester; Keitt H. Smith, Greenville; W. R, 
Mead, Florence; Richard W. Hanckel, Charleston; 
and E. W. Camp, Jr., Anderson. 

Dr. R. L. Crawford, Lancaster, was appointed to 


the hospital advisory council of the State Board of 
Health. 


The National Heart Institute has awarded a fel. 
lowship to Dr. W. M. Lemmon, Columbia, for post 
doctoral studies. 


At the recent South Carolina Medical Association 
Annual Meeting, Dr. W. V. Branford was elected 
president of the South Carolina Alumni Chapter 
of the Phi Tho Sigma Medical Fraternity. The other 
officers elected were: Dr. John A. Vonlehe, Walter. 
boro, vice-president; and Dr. Henry F. Hall, Columbia, 
secretary and treasurer. Dr. Ely Brooks, Charleston, 
is councilor for Chi Delta, a student membership 
of seventy medical students. 


Dr. R. M. Fuller has become associated with Dr, 
Continued on page 78 
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to quiet the cough 


: and calm the patient 


INTEGRATED ACTION 


1. Topical anesthetic action 
more powerful than that of cocaine 


action 


to help control cough, bronchial spasm, 
and allergy-caused congestion 


3. Sedative action 
to allay nervous irritability 


4. Expectorant action 


to render the cough productive by aiding 
the secretion of protective mucus 


PHENERGAN* 


Za EXPECTORANT 


asic t 
€ seniadliien — Promethazine Expectorant with Codeine; Plain (without Codeine) 
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HOW Is ? 


“The really old people are those 10 
years older than myself.”* 


“In the lay mind, anyone past 60 is 
ready for the discard ...”* 

“. . . there are only three principal 
phases in the span of life: infancy, 
adolescence and senescence.”* 


“One finds alert, interesting, active 
folks in the 80’s and, on the other 
hand, there are people in the 20's and 
30’s who have all the characteristics 
of old age.” 


THE REAL QUESTION 


To the physician on the firing line of 
daily practice, the question of “how old 
is old?” seems academic. ‘To him, a more 
valid question is “How can I allay the 
effects of the aging process?” 


OLY 


FIVE PROBLEMS IN AGING 


The answer, according to most author- 
ities, is manifold, for five treatable 
problems seem to predominate. One, ob- 
viously, is gonadal hormone decline. An- 
other is mild anemia. A third is the 
decreased production of gastric and 
digestive enzymes. Mineral-vitamin de- 
ficiency is the fourth. And the fifth — 
perhaps most important — is inadequate 
high-quality protein intake. 


THERAPY FOR AGING 

Judging from this confused clinical pic- 
ture of aging, therapy for the problem 
would appear difficult. However, most 
physicians agree that a product which 
could correct most or all of these five 
commonest problems would remove past 
obstacles to satisfactory response. Such a 
product would, essentially, be true “‘pre- 
ventive geriatrics.” 


NEOBON’S COMPREHENSIVE FORMULA 


NEOBON®, a product of Roerig research, 
is a blended combination of the five 
most commonly indicated factors for pre- 
vention or treatment of the nonacute 
conditions of aging. Each soft, soluble 
capsule provides: 


Non-stimulatory gonadal 
hormone replacement 
balanced hematinic component 
digestant enzyme replacement 


specially formulated mineral- 
vitamin combination 


new lysine, for protein 
improvement* 
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* Protein deficiency among the aging 
apparently stems from their excessive 
intake of white-flour foods which furnish 
incomplete protein of low biologic 
value. White bread protein, for exam- 
ple, has been shown by nutrition studies 
in animals’ to be deficient only in the 
amino acid, lysine. In human subjects 
metabolic determinations indicate that 
the addition of supplemental lysine to a 
basal white-flour protein diet can con- 
vert a negative nitrogen balance into a 
positive one. 

A WORD ABOUT 
SYMPTOMATOLOGY 

In spite of jokes to the 
contrary, the patient who 
states in the professional office that “old 
age is creeping up” is a rare bird indeed. 


Seldom is old age the presenting com- 
plaint. Thus the physician, after cor- 
recting the specific complaints, must 
re-evaluate the whole person to judge his 
candidacy for ‘“‘preventive geriatrics.” 


— 
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Such people have much to gain from 
NEOBON therapy. The rewards are fuller, 
more active, more pleasurable years for 
patients past 40. The daily dose (3 cap- 
sules) of NEOBON provides: 


Methyltestosterone’ 
Ethinyl Estradiol . . 
Rutin 
Vitamin A (Palmitat e) . «6,000 U.S.P. Units 
Vitamin D (Irradiate Ergosterol) « 600 U.S.P. Units 
Vitamin E (as Tocopheryl Acetate). . . . . . 
Calcium Pantothenate 
Thiamine Mononitrate (Vitamin By) 
Pyridoxine Hydrochloride ‘Witamin’ Be) 
Ascorbic Acid (Vitamin cy 
Cobalt (from Cobaltous Sulfate) “ae 0.1 mg. 
Molybdenum (from Sodium Molybdate) 
Copper (from Cupric Sulfate) . 1 mg. 
Manganese (from Manganous Sulfate) | toe 
Magnesium (from Magnesium 
lodine (from Potassium lodide) 
Potassium (from Potassium Sulfate) mg. 


Zinc (from Zinc Sulfate) . 2 mg. 
**Enzymatically active defatted material obtained from 
1,500 mg. whole fresh liver and stomach. 
*#*Enzymatically active defatted material obtained from 
750 mg. of whole fresh pancreas. 
Dosage: 3 capsules daily, with meals. 


Supplied: Bottles of 60 capsules, prescription only. 


NEW NEOCBON LI@uIp 


A GERIATRIC TONIC 


Now also available for your considera- 
tion is NEOBON LIQUID, which provides 
hematinic action, improved carbohy- 
drate and protein utilization, gonadal 
and thyroid hormone supplementation 
and a mild antidepressant action. 

The pleasant tasting liquid is espe- 
cially indicated when a combined attack 
against nutritional, physiological and 
mental depression is indicated. Each tea- 


spoonful (5 cc.) of pleasant-tasting 
NEOBON LIQUID contains: 


Ascorbic Acid . 50 mg. 
Ethinyl 1 mcg. 
Ethyl Alcohol. . . . i 0.5 cc. 


Dosage: One teaspoonful twice ‘daily before meals, or as 
required. 


Supplied: In 16 fluid ounce bottles, prescription only. 


Bibliography 


1. 2. P.: Geriatrics 10:382 {August) 
1955. 3. Lansing, : Symposium on Problems of Geron- 
tology, ‘Nationa  Symposiam Series No. 9 (August) 1954. 
4. Mason-Hohl, E.: Quoted in W. Va. Med. J. 51:16 (Janu- 


ary) 1955. 5. Reomert, H. R., et al.: Arch. Biochem. -_ 
Biophys. 49:263, 1954. 6. Bricker, +. a ell, H. H. and 
Kinsman, G. M.: J. Nutrition 30:269 Pe Masters, Ww. 
H. and Ballew, J. W.: Geriatrics 10:1, ? ptt. 1955. 


CHICAGO 11,ILLINOIS 


77 


— 
| 
{ 
t 
{ 
| 
| 


SOUTHERN MEDICAL JOURNAL NOVEMBER 1956 


Continued from page 74 


George R. Blalock in the Blalock Clinic and Hospital 
at Clinton for the general practice of medicine. 

Dr. William R. DeLoache has been elected presi. 
dent of the South Carolina Pediatric Society. 


TENNESSEE 


Dr. R. G. Hewgley, Englewood, opened the Engle. 
wood Medical Center for the practice of medicine. 

A recent delegate to the International Congress of 
Pediatrics which was held in Copenhagen, Denmark, 
was Dr. Hearn G. Bradley of Nashville. 

Dr. Bruce Mongle, Bristol, recently received a cer. 
tificate of merit from the Tennessee Selective Service, 


Drs. Edward Johnson and George K. Henshall, jr, 
both of Chattanooga, have been named chairman and 
co-chairman respectively of the 1956 Tennessee Valley 
Medical Assembly. 

The Tennessee Hospital Service Association has 
named Dr. Gilbert M. Roberts, Jr., Chattanooga, as 
medical consultant. 

Appointed to a committee to advise the adminis. 
trative staff on operation of the UT Memorial Hos. 
pital and Research Center are Drs. R. B. Wood and 
B. M. Overholt, both of Knoxville. 


Dr. J. E. Acker, Jr., Knoxville, has recently been 
elected president of the East Tennessee Heart Ass- 
ciation. Elected to serve with Dr. Acker are Dr, 
B. M. Overholt, Knoxville, president-elect; and E. 
P. Muncy, Jefferson City, second vice-president. 


Continued on page 84 


CLASSIFIED ADVERTISEMENTS 


AVAILABLE—Roentgenologist, Middle-aged, Euro- 
pean graduate, citizen, Georgia license; experience: 
X-ray diagnosis and therapy, internal and general 
medicine without surgery; desires position or associa- 
tion. Contact RHK c/o SMJ. 


ASSOCIATE DESIRED for EENT practice located in 
large southern medical center. State experience and 
training. Reply to box GG c/o SMJ. 


WANTED —South Central Florida—General Practi- 
tioner to take over office of retired doctor; fully 
equipped 6-room office, including intact patient rec 
ords; rent $50.00 per month; for details contact: 
A. L., 67 N. Ridgewood, Sebring, Florida. 


RADIUM FOR SALE—Formerly used by Gynecologist 
85 mg. in seven platinum tubes. Contact DM c/o SMJ. 


FOR SALE—General practice and Surgery, well & 
tablished. Will introduce. Large clientele. Very te 
sonable. Reply to Box 6302, Station H, Atlanta, 
Georgia. 

LOCATION WANTED — General Practitioner, # 
years, would like location in Texas or Oklahoma 
would consider other state. Has Texas and Oklahoma 
license. Can furnish excellent references. Contact AE 
c/o SMJ. 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, psycho- 
neuroses, phychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 


problems.) 

Dr. Howarp R. MASTERS Dr. JAMEs ASA SHIELD 
Dr. Weir M. TUCKER Dr. GeorceE S. FuLtz, Jr. 
Dr. AMELIA G. Woop Dr. Ropert K. WILLIAMS 


CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addiction to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 
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EsTABLISHED 1916 


Appalar hian fiall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation, 

Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Wo. Ray GriFFIN, Jr., M.D. Mark A. GriFFIN, M.D. 
Rosert A. GriFFIN, M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHEVvILLE, N. C. 


“@ Modern Treatment Facilities @ Psychotherapy En- 
phasized @ Large Trained Staff @ Individual Attention 


he @ Capacity Limited @ Occupational and Hobby 


—amtmmeee: Your patients spend many hours daily in healthful out 


door recreation, reviving normal interests and 
lating better appetites and stronger bodies . . . all 
Florida’s Sunny West Coast . 


Rates Include All Services and Accommodations 


“MODERD D E R HO TA L FO R Brochure and Rates Available to Doctors and Institutions 


Medical Director—SAMuEL G. Hiss, M.D. 


EM @) TIONAL R E AD JU STM E 'N T Assoc. Medical Director—WALTER H. WEL. BORN, JR., M.D. 


TARPON SPRINGS e FLORIDA Russ, Jn, M.D. _ Arturo MP 
ON THE GULF OF MEXICO c. wanson MD Rocen E. MD 


H. Battey, M.D. 


j 
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COMBINED ACTION 
FOR DECISIVE CONTROL 


IN UNDIAGNOSED IN MIXED 
INFECTIONS BACTERIAL INFECTIONS 


e@ Wide antibacterial spectrum for control over a wide range of 
gram-positive and gram-negative infections 


e@ Effective blood levels for high therapeutic activity 
e High urinary solubility, low renal risk 


e@ Special alumina-gel base* for uniform dispersion and rapid 
absorption 


Supplied: Tablets BiciLLIN-SuLFAS, bottles of 36. Suspension BICILLIN- 
SULFAS, bottles of 2 and 3 fl. oz. Each tablet and each 5-cc. teaspoonful 
contains 150,000 units of BICILLIN and 0.167 Gm. each of sulfadiazine, 


sulfamerazine, and sulfamethazine. 
*In Suspension only 


TABLETS SUSPENSION 


BICILLIN’-SULFAS 


Benzathine Penicillin G (Dibenzyleth diamine Dipenicillin G) and Triple Sulfonamides 


Wyeth 


1956 
| 
| 
| 
apy Em- 
‘tention 
| Hobby 
nful out 
di stimu- 
, on 
., MD. 
ips, MD Philadelphia 1, Pa. 


SOUTHERN MEDICAL JOURNAL NOVEMBER 1956 
new! 
calmative 


nostyn 


2-ethylcrotonylurea, AMES 
the power of gentleness 


for relief of daily tensions 


« moderates anxiety and tension 
* avoids depression, drowsiness, motor incoordination 


different! 


NosTYN is a new drug, a calmative 

—not a hypnotic-sedative 

—unrelated to any available chemopsychotherapeutic agent 
no evidence of cumulation or habituation 
» does not cause diarrhea or gastric hyperacidity 
‘ unusually wide margin of safety—no significant side effects 
dosage: 150-300 mg. three or four times daily. 
supplied: 300 mg. scored tablets, bottles of 48. 


/\) AMES COMPANY, INC + ELKHART, INDIANA 
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one cycle regimen 


Vaginal trichomoniasis: 
lasting cure for 93.8% 


Within 72 hours, local irritation no 
longer troubles your patient. Relief re- 
sults from thorough powder insufflation 
by you and her use of suppositories at 
home. 


» after clinical study of 48 active 
cases, Schwartz reported 93.8% were 
symptom-free in 3 days; 97.9% showed 
no motile trichomonads on smear in 
7 days; 93.8% had no recurrence 1 to 3 
months after treatment through one 
menstrual cycle* 


advantages: contains a specific, 
trichomonacidal nitrofuran. Kills many 
secondary invaders but permits Déder- 
lein’s bacillus to exist. Effective in 


blood, pus and vaginal debris 


. Office treatment: insufflate Trico- 
FurON Vaginal Powder twice the first 
week and once a week thereafter 


home treatment: first week —the 
patient inserts one TricoruroN Vag- 
inal Suppository each morning and one 
each night at bedtime. Thereafter: one 
a day—a second if needed—to maintain 
trichomonacidal action 


EATON LABORATORIES 
Norwich New York 


VAGINAL SUPPOSITORIES AND POWDER 


Suppositories: 0.25% Furoxone® (brand of furazolidone) 
in @ water-miscible base of Carbowax and 20 dendro 
palmitic acid. Sealed in green foil, box of 12. 
Powder: 0.1% Furoxone in an acidic powder base of 
NITROFURANS lactose, dextrose, citric acid and a silicate. Bottle of 
a new class of antimicrobials 30 Gm. 
neither antibiotics nor sulfonamides *Schwartz, J.: Obst. Gyn. N. Y. 7:312, 1956. 
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Continued from page 78 


Dr. Bruce H. Sisler, Gatlinburg, has taken office 
as District Governor of Rotary International. 


Dr. R. S. Cowles, Jr., and Dr. V. R. Bottomley, 
Greeneville, have received citations from the Tennessee 
Selective Service System. 


Dr. Roy M. Lanier, Brownsville, is a candidate in 
the next General Assembly of Tennessee for direct 
representative from Haywood County. 

Dr. Alexander Hollaender, Oak Ridge, was recently 
named chairman of a committee of the World Health 
Organization. 

The Queensland Australia Thoracic Society has in- 
vited Dr. David Waterman, Knoxville, to lecture be- 
fore this meeting. 

Dr. F. T. Rutherford, Jr., Carthage, is now prac- 
ticing medicine in the Sloan Clinic. 

Dr. Kenneth G. Ross, Paris, has become associated 
with the Paris Clinic. 

Dr. Billy Marks Hightower, Lebanon, is now on 
the staff of the McFarland Hospital. 

Dr. William H. Roberts, Jackson, is now associated 
with the Jackson Clinic for the practice of ophthal- 
mology. 

Dr. A. R. Foley has left the University of Tennessee, 
Department of Psychiatry, to accept a year’s appoint- 
ment at the Institute of Neurology, Queen Square, 
University of London, England. 


NOVEMBER 1956 


Dr. Harry H. Wilcox, associate professor of anatomy, 
has been appointed a special consultant to the Na- 
tional Institute of Neurological Diseases and Blind- 
ness of the United States Public Health Service. 

Dr. Friedrick Diecke has joined the staff of the 
University of Tennessee as an instructor in physiology, 


TEXAS 


Dr. Curtice Rosser, Dallas, has been installed 
president of the United States Section, International 
College of Surgeons. He succeeds Dr. Arnold S. Jackson, 
Madison, Wis. Dr. Rosser is a past president of the 
Southern Medical Association and was also the first 
chairman of the section on proctology. 

Dr. Howard C. Coggeshall, Dallas, has been elected 
president of the Dallas Southern Clinical Society for 
the current year. . 


Dr. E. E. Muirhead, Dallas, has been elected presi- 
dent of the American Association of Blood Banks. 


VIRGINIA 


The Medical College of Virginia has appointed 
Dr. Harry Walker acting chairman of the Department 
of Medicine. Dr. Walker is acting in the place of 
Dr. William Branch Porter, chairman, who is inca- 
pacitated because of illness. 

Dr. Harold W. Miller, Woodstock, has been ap- 
pointed a member of the newly created State Council 
of Higher Education for Virginia by Governor Stanley. 


Continued on page 92 


Now 


Simplified dosage* 
to prevent 
Angina Pectoris 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 


1 tablet 
all night 
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arth itm 


Ulysses between Scylla and Charybdis—Bettmann Archive 


between the hazards of high steroid dosage 
and the frustration of inadequate relief 


Because of the complementary action of cortisone and the 
salicylates, Salcort produces a greater therapeutic response 
with lower dosage. Side effects are not encountered, and no 
withdrawal problems have been reported. 

One study concludes: ‘Salicylate potentiates the greatly 
reduced amount of cortisone present so that its full effect is 
brought out without evoking undesirable side reactions.” 


indications: each tablet contains: 

Rheumatoid arthritis ... Cortisone acetate. . . . 2.5 mg. 

Rheumatoid spondylitis . . . 0.3 Gm. 

Rheumatic fever . . . Bursitis om goa ydroxide gel, 0.12 Gm 

. Still's Disease... Neuro- Calcium ascorbate. . . . 60.0 mg. 

muscular affections (equivalent to 50 mg. ascorbic acid) 
Calcium carbonate . . . 60.0 mg. 


‘Busse, E.A.: Treatment of Rheumatoid Arthritis by a Combination of Cortisone 
and Salicylates. Clinical Med. 11:1105 
*US. Pat. 2,691,662 


The S. E. MASSENGILL COMPANY, Bristol, Tennessee » New York - Kansas City « San Francisco 
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for control of | 


By inhibiting carbonic anhydrase, 
DIAMOX produces prompt, ample 
diuresis. Taken in the morning, its 
effect ceases within 6-12 hours thereby 
permitting uninterrupted sleep at night. 


This nontoxic drug—the most widely prescribed of its kind— 


is particularly suited to long-term use since patients dg nq 
readily develop tolerance. er 
DIAMOxX is also effective in the treatment of gla a, epilepsy 
menstrual tension, and the edema i ae with toxemia 9#pregnancy. 


g. tablets f ae 
500 m 
Critical cas 


Acetazolamide Lederle 
the nonmercurial diuretic 


LEDERLE LABORATORIES DIVISION AMERICAN CYANAMID Company PEARL RIVER, NEW YORK 
U. 8. PAT. OFF. 
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now 
Meti-steroid potency and safety 
available for 


topical skin therapy 


eti-Le rm 
Cream 0.5% 


with METICORTELONE, original brand of prednisolone , 
*more active than topical hydrocortisone, 
milligram for milligram 
*no edema and sodium retention reported 
upon topical administration 


+ provides topical METICORTELONE in the free 
alcohol form. For effective relief 

of allergic (atopic) dermatoses, poison ivy 
dermatitis and other contact 

dermatoses, nonspecific anogenital pruritus, 


formula: Each gram of MeTi-Derm Cream contains 5 mg. of prednisolone, 
free alcohol, in a water-washable base. 


also for allergic, inflammatory dermatoses, 
minor secondary infections 


Meti-Derm Ointment with Neomycin 


formula: Each gram contains 5 mg. prednisolone and 5 mg. neomycin 
sulfate (equivalent to 3.5 mg. neomycin base) in a white petrolatum base. 


packaging: Meti-Derm Cream, 10 Gm. tube. 
Meti-Derm Ointment, 10 Gm. tube. 


Meti-Derm,* brand of prednisolone topical. 
METICORTELONE,® brand of prednisolone. 


MD-J-356 
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Gallstones are composed chiefly 
of cholesterol. The principal 
cause of the disease is an in- 
creased cholesterol content of 
stagnant bile, leading to inspis- 
sation and calculosis. 


CHOLOGESTIN prevents 
gallstones because it maintains 
cholesterol in solution in the 
bile, and also increases the se- 
cretion and flow of bile. Con- 
tains salicylated bile extract 
with pancreatin and sodium 
bicarbonate. 


The recommended dosage of 
CHOLOGESTIN is 1 table- 
spoonful in cold water after 
meals. If tablets are preferred, 
3 TABLOGESTIN Tablets are 
equivalent to 1 tablespoonful 


@ of Chologestin. 


F. H. STRONG COMPANY 


112 W. 42nd Street New York 36, N.Y. 5MJ-11 
I Please send me free sample of TABLOGESTIN together with | 
1 literature on CHOLOGESTIN. 
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Patients with hepatic disorders will improve 
more rapidly if they receive diets containing 
100 to 140 grams, daily, of qualitatively com- 
plete proteins together with whole Vitamin 
B-complex in high amounts. 


Brewers’ Yeast—25 to 50 grams daily—has 
been recommended for cirrhosis, hepatitis, and 
necrosis because it enjoys an outstanding posi- 
tion in the protein-rich dietary. 


a. Provides a generous proportion of bio- 
logically complete protein—approximately 
one-half of its weight—from vegetable 
origin. 

b. Richest natural source of the whole 
vitamin B-complex, and in addition provides 
notable amounts of important minerals. 

c. Remarkably high digestibility—brew- 


ers’ yeast 100%, meat 80%, plant protein 
40% to 60%. 


d. Excellent source of lipotropic factors. 


e. Contains Factor F and a factor or fac- 
tors having vitamin E-like activity, both 
shown to be beneficial in necrotic degenera- 
tion. 


When you prescribe, specify 


VITA-FOOD 


a pe ‘ 


when 
NUTRITIO 


diminishes with advancing age . 
nerefore considerable interference with 


Each double-layered tablet contains: 
Pepsin, N. F. ..... 250mg. Pancreatin, U.S.P. . . 300 mg. 
—released in the stomach from __ Bile Salts ....... 150mg. 
gastric-soluble outer coating of | —released in the small intestine 
double-layered tablet from enteric-coated inner core 
A. H. ROBINS CO., INC. ¢ Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 
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and for definitive therapy... 
fewer and fewer attacks 
of less and less intensity 


Long-acting tablets containing pentaery- 
thritol tetranitrate (PETN) 10 mg. and 
Rauwiloid® (alseroxylon) 1 mg. reduce the 
incidence and intensity of attacks and 
lead to objective improvement demon- 
strable by ECG. Dosage: one or two 
tablets q.i.d., before meals and on retiring 


SOUTHERN MEDICAL JOURNAL 


fastest relief of 


MEDIHALER...The New Measured-Dose Principle of Nebulization 


Pentoxylon 
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the acute attack 


EDIHALER-NITRO is octyl nitrite 

(1% ) in aerosol solution; deliv- 
ered by metered-dosage nebulization, 
using the lungs as portal of entry, it 
assures fastest relief and prolonged 
effect; it is free from disagreeable, 
irritating odor, and less apt to pro- 
duce side actions than are nitrogly- 
cerin and amy] nitrite. 


To be used only with the MEpI- 
HALER® ORAL ADAPTER made of un- 
breakable plastic with no moving 
parts. Medication and Adapter fit 
into pocket-size plastic carrying case. 
One or two inhalations provide prompt 
relief of an attack of angina pectoris. 


Riker 


LOS ANGELES 
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it’s love ° at first taste— 
with TROPH-IRON* 


‘Troph-Iron’ is a delicious appetite- and growth-stimulating preparation 
that children actually enjoy taking. Just one teaspoonful a day 

supplies more than the entire daily requirement of vitamins B, and By, 
plus iron to encourage optimum hemoglobin levels. 


Each teaspoonful supplies: Vitamin By, 
Iron (ferric pyrophosphate) 


Smith, Kline & French Laboratories, Philadelphia 


#T.M. Reg. U.S. Pat. Off. 
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Continued from page 84 


Dr. Robert Detwiler has received the Third An- 
nual Welburn Award for distinguished service to 
medicine in the community from the Arlington County 
Medical Society. Dr. Detwiler is the first doctor to 
be honored with this award. 

Dr. Robert D. Shreve, Altavista, has recently been 
elected chairman of the Campbell County School 
Board. 

At a recent meeting of the Virginia Society of 
Ophthalmology and Otolaryngology, Dr. L. Benjamin 
Sheppard, Richmond, was elected president. Elected 
to serve with Dr. Sheppard are: Drs. Emanuel U. 
Wallerstein, Richmond, president-elect; Calvin T. 
Burton, Roanoke, vice-president; and Maynard P. 
Smith, Richmond, secretary-treasurer. 

The Gill Memorial Eye, Ear and Throat Hospital, 
Roanoke, will hold its 30th Annual Spring Con- 
gress in Ophthalmology and Otolaryngology and 
allied specialties April Ist through April 6th, 1957. 
Among the guest speakers who will attend are: Drs. 
David B. Allman, Atlantic City, New Jersey; Seymour 
Alpert, Washington, D. C.; Edward A. Carr, Jr., and 
Harold F. Fallas, Ann Arbor, Michigan; James H. 
Doggart, London, England; Frederick A. Figi, Roches- 
ter, Minnesota; Samuel Fomon, and Dan M. Gordon, 
New York, New York; Maynard K. Hine, Indian- 
apolis, Indiana; Howard P. House, Los Angeles, Cali- 


“This ankle’s so 
sore it’s agony just - 
to put my shoe on.” 


summated, protective corticoid-analgesic therapy 


SIGMAGEN 


corticoid-analgesic compound tablets 
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fornia; Jay G. Linn, Jr., Pittsburgh, Pennsylvania: 
Frank W. Newell, Chicago, Illinois; Hugh L. Orms. 
by, Toronto, Ontario, Canada; Albert D. Ruedemann, 
Detroit, Michigan; Harry L. Rogers, Philadelphia, 
Pennsylvania; Frank B. Walsh, Baltimore, Maryland; 
and Barnes Woodhall, Durham, North Carolina. 


WEST VIRGINIA 


Dr. Sarah L. C. Stevens, Huntington, has recently 
received a citation for outstanding services rendered 
the handicapped in West Virginia from the President's 
Committee on Employment of the Handicapped. The 
presentation was made by Dr. Charles Rolfe, Charles. 
ton, state chairman of the Committee. 

Dr. Norton H. Bare has recently been appointed 
as assistant superintendent of the West Virginia 
Training School at St. Mary’s by the West Virginia 
Board of Control. 

Dr. Mildred Esther Scott has recently accepted an 
appointment as a member of the medical staff of the 
University Health Service in Morgantown. 

Dr. W. E. Copenhaver, Bluefield, has recently been 
certified by the American Board of Radiology. 

Dr. Charles M. Scott, Bluefield, was recently elected 
president of the West Virginia Chapter of the Ameri. 
can College of Surgeons. Elected to serve with Dr. 
Scott are: Drs. Charles D. Hershey, Wheeling, vice- 
president, and Kenneth G. MacDonald, Charleston, 
secretary-treasurer. 


"| bent over to pick 
up my kid. Now | 
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down—nothing!” 
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IN ANGINA PECTORIS 


To Reduce " Incidence of Attacks 


Pentoxulon 


g-acting tablets 7 pentaerythritol tetranitrate eT 10 mg. and Rauwiloid (alseroxylon) 1 mg. 


Helps A All These 7 Ways 


e Reduces incidence and severity of attacks 
e Increases exercise tolerance 


e Reduces tachycardia 

e Reduces anxiety, allays apprehension 

e Reduces nitroglycerin need 

e Lowers blood pressure in hypertensives— 


not in normotensives 
e Produces objective improvement demonstrable 


by ECG 


Ri LOS ANGELES 


To Relieve the Acute Attack More Rapidly and 
with less side actions — 


ctyl Ing 
e Faster. because self-propelled nebulization pro- 
duces quicker absorption via the lungs. 
© Less side actions because octyl nitrite pro- 
_ duces less systemic effects. 
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low priced 


ROYAL 
100 or 200 MA 


radiographic-fluoroscopic type 
tilt-table X-RAY UNIT 


with rotating anode tube 


An effective immunizing antigen for 
prevention of mumps in children of 
adults where indicated. Immunizes for 
about one year. 


Packages: 2 cc. vial (1 immunization) 
10 cc. vial (5 immunizations) 


LEDERLE LABORATORIES DIVISION 
amenican Cyanamid company PEARL RIVER, NEW YORK 


TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


The Mattern Royal 100 offers an un- 


usual dollar-for-dollar value which is 
particularly remarkable in the low-cost 
tilt table field. Among its special 
features are: 


@ Completely automatic control. 

@ Rotating anode tubes—need not be removed 
when changing position of table. Counterbal- 
anced 12” x 16” fluoroscopic screen and tube— 
travel in unison—raise, lower, or angle as de- 
sired. 

@ Hand tilt mechanism which permits use of 
table in either horizontal or vertical plane. 
Tube stand mounted separately on tracks, allow- 
ing greatest flexibility in positioning. 

@ Bucky diaphragm on full-length track beneath 
table. Bucky tray has self-centering and locking 
device . . . takes cassettes up to 17” x 17”. 


See your local Mattern dealer, 
or write direct to us for infor- 
mation. 


Diagnostic Radiology 
November 8 and 9, 1956 


Electrocardiography 
December 3-14, 1956 


Ocular Pathology 
December 3-8, 1956 


Infectious Diseases in Pediatrics 
February 4-9, 1957 


Surgery of the Hand 
. March 21-23, 1957 


Industrial Medicine 
April 4 and 5, 1957 


Hematology 
April 10-12, 1957 


For detailed information write 


DIRECTOR 
van RAY DIVISION OF GRADUATE 
N OF L ANO-® 7444 West Wilson Avenue, MEDICINE 


Chicago 31, Ill. 


specialized 1430 Tulane Ave. New Orleans 12, La. 
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» | CARROL TURNER SANATORIL 


RIUM 
Memphis, Tennessee, Route 10, Box 288 


Carrol C. Turner, B.S., M.D., F.A.C.P. Alfred D. Mueller, Ph.B., Ph.M., M.A., Ph.D 


Neuropsychiatry Clinical Psychology 
Miss Margaret Hyde, B.A. 
Psychological Examiner 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LaGrange Road, five miles east of the city limit—accessible to 
U. S. Highway 70 (Bristol Highway) 

Situated on a ninety acre tract of wooded land and rolling fields, the environment is 
conducive to amelioration of the symptoms of emotionally disturbed patients. 
Modernly equipped with adequate facilities for physical and hydrotherapy, electro- 
956 shock, and insulin therapy 

Special emphasis is laid on recreational and occupational therapy 

956 Adequate nursing personnel assures individual attention to each patient 

The main building and hospital department of the Sanitorium is shown above 


957 


957 FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 
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Lift the depressed patient up to normal 
without fear of overstimulation . . . 


A HAPPY MEDIUM 


IN PSYCHOMOTOR 
STIMULATION 


with new 


© Boosts the spirits, relieves physical fatigue 
and mental depression . .. yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
‘‘without let-down or jitters . . .”"' and counteracts over- 
sedation caused by barbiturates, tranquilizing agents and 
antihistamines. 

Ritalin is not an amphetamine. Except in rare instances it 
does not produce jitteriness or depressive rebound, and has 
little or no effect on blood pressure, pulse rate or appetite. 


Reference: 1. Pocock, D. G.: Average dosage: 10 mg. 
b.i.d. or t.id. Although 
individualization of 
dosage is always of para- 
mount importance, the 
high relative safety of 
Ritalin permits larger 
doses for greater 

effect if necessary. 


RITALIN® hydrochloride 
(methyl-phenidylacetate 
hydrochloride CIBA) 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. 
(blue); bottles of 100, 
500 and 1000. Tablets, 
20 mg. (peach-colored) ; 
bottles of 100 
and 1000. 


CIBA 


SUMMIT, N.J- 
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because anemia complicates 
so many clinical conditions... 


NT 
/ / \ 


Qu 


(HEMATINIC CONCENTRATE WITH INTRINSIC FACTOR, LILLY) 


serves a vital function in your total therapy 


Potent ‘Trinsicon’ offers your patient 
complete and convenient oral anemia 
therapy; provides therapeutic quan- 
tities of all known hematinic factors. 
Just 2 Pulvules ‘Trinsicon’ daily pro- 
duce a standard response in the aver- 
age uncomplicated case of pernicious 


ANNIVERSARY 1876 


anemia (and related megaloblastic 
anemias) and provide at least an 
average dose of iron for hypochromic 
anemias, including nutritional de- 
ficiency types. In bottles of 60 and 
500, at pharmacies everywhere. 

POTENT « CONVENIENT « ECONOMICAL 


1956 / ELI LILLY AND COMPANY 


a 
(\\ | 
619035 


and lactation supple Meni 
te improve! Hitake of 

dames of increased needa 


2 


AG 
3 
i 
q 
; 
q 
t Me 
ve 
: 
4 
| 
4 7 
5 
; 
j 


